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Mental health is a topical issue in Aotearoa New Zealand, with national statistics showing 
that many New Zealanders will experience mental illness during their lifetime. Much of 
the public discourse relates to depression and suicide, yet anxiety – which is often 
comorbid with depression – is more commonly experienced and can also be a source of 
great suffering. This research investigates the experiences of undergraduate students who 
identify themselves as ‘having anxiety’. I interviewed six undergraduate students at the 
University of Otago and one counselling psychologist who has worked extensively with 
undergraduate students, to form an understanding of what it means to ‘have anxiety’ 
while studying at university. The research showed that, as with all mental and physical 
illnesses, students construct personal narratives around their anxiety, incorporating both 
memories and aspirations. For them, ‘having anxiety’ is a psychosomatic experience. It 
can affect their sense of self and their ability to meet the cultural and academic 
expectations of ‘being a student’ at the University of Otago, which can also cause further 
anxiety. Yet these anxious students had found ways to manage their anxiety, using 
biomedically-recommended treatments, such as therapy and medication, developing 
personalised strategies, and cultivating supportive relationships, to move them towards 
an idealised version of themselves. Embedded in their illness narratives are cultural 
ideologies, reflections on biomedicine, and ingrained beliefs about what it means to be a 
‘normal’ person. If rates of mental illness are to decline in Aotearoa New Zealand, 
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Chapter One: Introduction and 
Literature Review 
In July 2019, an anonymous user posted a question on the online forum Reddit. The 
question was: “People with anxiety. How would you describe it?” 910 Reddit users 
‘liked’ the post and it received over 1000 user comments, with people attempting to 
describe how it feels to live with anxiety. Among the most ‘liked’ comments were: 
Constant overthinking, fidgeting, irrational anger, etc. I’ve gotten 
[anxiety] attacks over being asked for a ride, over someone responding 
neutrally instead of positively. (User siphs1850) 
A constant feeling of some vague dread. Like feeling an “Oh shit, is 
something bad going to happen?” constantly. (User 25lost25) 
Everyone hates you. Yes, that’s exactly why. Yes, you’re annoying. 
No, you’re not funny. Yes, those people are talking about you. Yes, 
that feeling in your chest is a heart attack. Nobody likes you. Nobody 
likes you. Nobody likes you. (User _bexcalibur) 
(Reddit 2019) 
These Reddit users are all identifying with the experience of ‘having anxiety’, even 
though we do not know whether they have ever been medically diagnosed with an anxiety 
disorder or not. In this context, the medical diagnosis is not needed to validate their 
anxious experiences: their subjective experiences of ‘having anxiety’ are real and 
significant to them.  
Anxiety is a topical issue in New Zealand. Google Trends shows an increasing trend in 
the number of Google searches using the word “anxiety”. It also shows that in the last 
five years, the top five New Zealand subregions that searched for “anxiety” the most 
were Marlborough, Gisborne, Otago, Taranaki, and Manawatu-Wanganui. It also shows 




Figure 1: A graph showing Google search trends for “anxiety”. This graph was generated using 
Google Trends. It is for the last five years and the trend is specific to New Zealand. It demonstrates a 
gradual but steady increase over time. It is unclear what has caused this incline. Possible reasons include 






Figure 2: The top five subregions where “anxiety” was Google searched. This graph was generated 












Figure 3: Other Google searches related to “anxiety”. This was conducted using Google Trends and 
it looks at the last two years and in New Zealand. Remedies – especially medication – seem to be a 
popular search topic, along with signs and symptoms of mental illness. 
 
This thesis aims to listen to these subjective experiences of people who identify with 
‘having anxiety’. This time, these narratives will not be coming from anonymous internet 
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forum users but undergraduate students at the University of Otago. They will be asked to 
describe how they experience and manage their anxiety, and what the term ‘anxiety’ 
means to them. These personal narratives will then be situated within the broader context 
of medical anthropological literature, exploring themes relating to personal identity, 
cultural ideologies, and illness narratives. To complement these personal accounts and 
garner further insight, a counselling psychologist with extensive experience working with 
undergraduate students at the University of Otago will also be asked to share their 
experiences helping anxious students. 
This chapter begins by placing the research in its geographical, social and academic 
context. It begins by describing the University of Otago and the New Zealand city of 
Dunedin within which it is located. Following this comes an overview of the support 
services that are available for University of Otago students struggling with their mental 
health. The chapter then acknowledges the existing research on anxiety among university 
students, discussing the prevalence, recurrent themes, and common management 
strategies. Finally, an overview of the chapters, before delving deeper into 
anthropological theory in the second chapter. 
About Dunedin, Aotearoa New Zealand 
The University of Otago is situated in a small city called Dunedin (Ōtepotī), on Aotearoa 
New Zealand’s South Island. Dunedin has a somewhat dark atmosphere, enhanced by its 
gothic architecture and represented in the artistic exports from writers, artists and fashion 
designers from the city (Lawn 2004). Lawn (2004) writes that:  
The city’s character derives from a combination of religious protest, 
colonial idealism, commercial wealth, and subsequent slow decline. 
The gold rush boom of the 1860s could not be sustained, and over the 
next century the northward evacuation of capital left many of the city 
buildings untouched by modern architecture, making Dunedin a living 
Victorian and Edwardian cityscape signifying, not the ebullience of 
empire, but decay and the gravity of time.  
(Lawn, 2004, p.126) 
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In his book History of Otago, Eric Olssen (1984) attributes the ‘Dunedin gothic’ to its 
history of early settlement by the Scottish. This dark tone has been utilised many times 
to depict Dunedin in literature and media.  
University of Otago Students 
Many of the students who attend the University of Otago are transient, living in Dunedin 
for the duration of their studies between February and November, but going elsewhere 
during university breaks or after graduation (Lawn 2004). While in Dunedin, most of 
them choose to live in North Dunedin, in suburbs surrounding the university campus. 
The result of such a geographically dense population of students is a strong sense of 
community, on campus and in the surrounding suburbs. The University of Otago is 
known for its enduring and iconic ‘student culture’. The 1995 film Scarfies by Robert 
Sarkies depicts the University of Otago student culture as being grungy, alcohol-fuelled 
and rugby-obsessed (Lawn 2004). Although this film is now almost twenty-five years 
old, alcohol and sports-related events are a significant part of the student culture still. 
University of Otago Support for Students’ Mental Health  
The primary support service available is called Student Health Services, where students 
can make appointments with doctors, nurses, psychiatrists, and counsellors. The building 
is located close to the main university campus, making it convenient for many students. 
On the Student Health Services website, students are encouraged to call and make an 
appointment if they need to talk to a medical professional. Appointments can only be 
made for the day they are requested. The University of Otago website states that any 
students who pay the University of Otago Student Services Fee can use Student Health 
Services. This fee is compulsory for on-campus students and was NZ$813.74 in 2019, 
and usually just gets added onto a student loan. For domestic students, a Mental Health 
Support consultation is free, Mental Health counselling or clinical psychology costs 
NZ$10.00, and psychiatric consultation is NZ$20.00. For international students without 
STUDENTSAFE or Unicare insurance, a counselling appointment is NZ$85.00, and 
psychiatry is NZ$110.00. If a student books an appointment but does not turn up, they 
are charged NZ$20.00. If a student is unable to pay on the day, they incur an extra ten 
dollars onto their account. The counselling provided through Student Health Services is 
only short term but meant to encourage students to use other services too, either online 
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or elsewhere in Dunedin. For students that require longer-term counselling, students can 
be referred to support off-campus (University of Otago 2019a). 
The University of Otago website has a page titled Anxiety and panic under the Student 
Health tab. It is listed alongside webpages for various other mental and physical health-
related issues, such as Colds and influenza, Infectious diseases, Depression, and Drugs, 
Alcohol and Smoking, among others. The Anxiety and panic page is short and broken 
down into only a few simple sentences and is written from an authoritative perspective. 
It is displayed as black text on a simple white background. The first sentence makes a 
distinction between ‘normal’ and ‘pathological’ anxiety – a theme that reoccurs in the 
literature – describing anxiety as problematic when it “is at severe levels and lasts for a 
long time … [making] life less enjoyable” (University of Otago 2019a). It states that 
individual levels of anxiety can vary depending on personal beliefs, genetics, and past 
experiences and that some life events can be ‘naturally’ anxiety-inducing, such as starting 
a new job or having financial problems. Interestingly, they bullet-point a list of ‘non-
typical’ types of anxiety-inducing situations, including social situations, physical health, 
decision-making, being in enclosed spaces, being in busy and crowded environments, 
and leaving the house. Their suggested treatments include self-help techniques, 
Cognitive Behavioural Therapy (CBT), lifestyle recommendations/changes, and 
medication. They also encourage students to make an appointment with the Mental 
Health and Well-Being Team at Student Health Services and to provide a contact number. 
Finally, the website lists seven websites to go to. These include a link to meditation app 
called Headspace’s website, a link to The University of Auckland’s CALM website, a 
link to a non-existent webpage titled Centre for Clinical Interventions, Anxiety New 
Zealand’s website, the Mental Health Foundation of New Zealand’s website, a website 
listing various apps available to help with anxiety, and a link to the University of Otago’s 
Healthy Campus website section (University of Otago 2019c). 
The university is well-intentioned with its webpage dedicated to ‘anxiety and panic’ and 
it explains anxiety clearly, but there are issues. The webpage is hard to locate, existing in 
the depths of the university website and requiring some pre-existing knowledge of what 
to look for (Student Health Services), which is not locatable from the first page. There 
are also a few links on the webpage either do not work or are linked to relatively 
disengaging and outdated websites. Although their content might be valid and 
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appropriate, young adults – most of whom spend a significant time online and thus expect 
modern aesthetics – are likely to feel discouraged by their outdated image. This might 
not be enough to deter them from looking at them, but on a semiotic level, the websites 
might convey a lack of authority and relevance in the modern-day.  It is also questionable 
whether, in an age where young adults use apps and watch YouTube videos, they would 
spend time searching through content-heavy websites such as CALM.  
Another potential source of support for anxious students is the Otago University 
Students’ Association (OUSA). Although they do not specifically focus on mental health, 
their website states that the OUSA Student Support is available to students who need it 
(Otago University Students’ Association 2019). Their website states that: 
OUSA Student Support is here to help you navigate life while you're at 
university. If you have any hassles, any concerns, or any questions drop 
in and see the team at Student Support. If it's something to do with 
academics, tenancy and flatting, finances, your wellbeing, safety, or 
something else, even if you just need to chat Student Support are here 
to help and we'll be with you every step of the way. Our services are 
free, friendly, and confidential, and you don't have to make an 
appointment. 
(Otago University Students’ Association 2019) 
OUSA Student Support also offers a Queer Support service for concerns relating to 
gender or sexuality (Otago University Students’ Association 2019). 
The University of Otago has been scrutinised for its available mental health support for 
students. An article by Elena McPhee (2018), published in the Otago Daily Times, 
claimed the university’s mental health support is insufficient. In 2018, the New Zealand 
Herald reported that the University of Otago had the highest number of suicides in 2017 
out of the four national universities that submitted information to the Otago Daily Times 
when asked (the others being Lincoln University, Victoria University, and Auckland 
University of Technology) (McPhee 2018). Although suicide is more closely linked to 
depression than anxiety, depression and anxiety are highly comorbid. McPhee’s (2018) 
article claimed that university officials were approached about the lack of suicide 
prevention policy four years ago, by the chairwoman of Dunedin-based organisation Life 
Matters Suicide Prevention Trust, Corinda Taylor. Corinda is quoted as saying that 
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students had confessed to her that the six free counselling sessions provided by the 
university are not enough. The University of Otago Student Health operations manager 
Margaret Pearly responded that: “… [The Healthy University Advisory Group] is 
currently drafting a university-wide framework for suicide prevention in the university, 
that will provide possible recommendations about interventions across our whole system, 
many of which have been put in place in recent years” (p.4). She also argued that most 
students were able to resolve their mental health concerns with the use of brief 
intervention, which could come in the form of either counselling, clinical psychology, 
talking to a GP, or talking to a consultant psychiatrist. 
Since the publication of McPhee’s (2018) article, there has been increased awareness of 
mental health support for students. A student-led group called Silverline focuses on 
improving the mental health of students at the University of Otago by running events on 
and off campus (Silverline 2019). They also want to “take over the silence and stigma 
that exists around mental health and wellbeing” (Wilson 2019). Silverline received 
NZ$52,772 in funding from the Ministry of Education’s Student Wellbeing Strategy 
(Wilson 2019).  
In 2019 the University of Otago ran a campaign called Health Yourself, which aimed to 
improve student self-care before and during the exam periods. Student Health Services 
director Margaret Perley said, in an interview with the Otago Daily Times, that the Health 
Yourself campaign, developed in collaboration between the Otago University Students’ 
Association and Student Health Services, was developed in response to an increased 
number of students over-pathologising symptoms (McPhee 2019), claiming: 
We often hear people linking those feelings of stress and anxiety to 
concerns they're developing a mental illness; over-pathologising is 
unhelpful in developing strategies to manage wellbeing. 
(McPhee 2019) 
The campaign primarily used posters around campus to spread awareness of self-care 





Figure 4: An example of a Silverline poster on campus. I found pinned to a noticeboard near the 
library. The poster targets young male students, trying to destigmatise talking about mental health. It 
also acknowledges that some young male students might cope with mental illness by drinking. It tries 
to appeal to the demographic of young male students in New Zealand by using the word “yarn”, which 






Figure 5: Some of the slogans used in the Health Yourself campaign. They are designed to teach 




What is Anxiety? 
‘Anxiety’ is the name given to a cluster of physical and mental experiences. An anxious 
person might experience some or all of these symptoms. Physical symptoms of anxiety 
include trembling, increased heart rate, difficulty breathing, restlessness, fatigue, 
impaired concentration, muscle tension, and sleep disturbance (American Psychiatric 
Association 2013; Orr 2006) At their most extreme, heightened physical sensations can 
culminate in the experience of a panic attack, which can cause people to fear that they 
are going crazy or about to die (American Psychiatric Association 2013).  
In addition to physical sensations, anxiety is also a mental and emotional experience 
(Hochschild 2012; Kirmayer, Gomez-Carrillo and Veissière 2017; Kleinman 1988). 
Kleinman (1988) emphasises the psychosomatic nature of physical symptoms, claiming 
that a person’s subjective beliefs, passions, and fears influence their illness experience, 
along with biological factors. Hochschild (2012) speculates that feelings are not 
something stored inside of us. Instead, she claims that they are part of a process in which 
a person tries to manage an emotion (such as by suppressing or cultivating it), which then 
creates a feeling. 
Biomedical doctors and psychologists define anxiety disorders as overwhelming and 
harmful levels of anxiety or fear (American Psychiatric Association 2013; Richards 
2011; MedlinePlus 2019; WebMD n.d.). In the DSM-5, the American Psychiatric 
Association (2013) write that: 
Anxiety disorders include disorders that share features of excessive 
fear and anxiety and related behavioural disturbances. Fear is the 
emotional response to real or perceived imminent threat, whereas 
anxiety is anticipation of future threat. 
(p.189) 
Examples of diagnosable anxiety disorders listed in the DSM-5 include separation 
anxiety disorder, selective mutism, specific phobia, social anxiety disorder, panic 
disorder, agoraphobia, generalised anxiety disorder, and substance/medication-induced 
anxiety disorder (American Psychiatric Association 2013). Both anxiety and fear are 
normal emotions that humans experience for a range of reasons. It is normal to be anxious 
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in appropriate circumstances, such as before an exam or before giving a presentation, and 
the anxious symptoms generally disappear following the cessation of the cause (Roth et 
al. 1988; MedlinePlus 2019; WebMD n.d.). Anxiety disorders are diagnosed when a 
person experiences intense fear beyond what is perceived as ‘normal’, despite there being 
no obvious or real threat (Richards 2011), or when anxious feelings impair a person’s 
ability to function normally (Richards 2011; WebMD n.d.). A person with an anxiety 
disorder overestimates the level of danger surrounding them, leading to fearful or 
avoidant behaviour (American Psychiatric Association 2013). People with anxiety 
disorders also experience intense fear or anxiety often (MedlinePlus 2019; WebMD n.d.), 
often lasting six months or more (American Psychiatric Association 2013) and, for many, 
this can begin during childhood and then last a lifetime (Emmelkamp and Ehring 2014). 
From a biomedical perspective, anxiety is a hard-wired biological fear response to threat 
or danger which results for years of evolution (American Psychiatric Association 2013; 
Hinton et al. 2002; Javanbakht & Saab 2017; Rosen & Schulkin 1998), governed by the 
autonomic nervous system (Hinton et al. 2002; OpenStax 2019). The anxious symptoms 
signal to the person that they should try to reduce the threat, either by fighting, fleeing or 
freezing to the spot (Javanbakht & Saab 2017; OpenStax 2019; Rosen & Schulkin 1998). 
The fear response also triggers a set of physical responses, such as increased heart rate, 
rapid breathing and dilated pupils (among others), and increases mental activity. These 
are designed to increase the probability of survival by increasing the ability to escape 
(Hinton et al. 2012; Javanbakht & Saab 2017). Of course, it is these same symptoms that 
are experienced during heightened anxiety or panic attacks (OpenStax 2019). Some 
people seem to experience this fear response more intensely than others. There is believed 
to be a range of factors that might cause this heightened sensitivity to anxiety, such as 
parenting and upbringing, genetics, past trauma and life circumstances (American 
Psychiatric Association 2013).  
It must be noted here that this thesis will not focus on the biology or psychology of 
anxiety or anxiety disorders. Neither will it question the significance of biochemistry or 
dispute that some people experience higher levels of anxiety, and that it can be 
debilitating, chronic and devastating to live with. Instead, it will focus on the lived 
experience of anxiety – regardless of whether someone how been medically diagnosed 
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with a ‘disorder’ – and how students at the University of Otago identify with the idea of 
being a person living with anxiety. 
Arthur Kleinman’s Terminology 
Arthur Kleinman is a prominent psychiatrist and professor of medical anthropology at 
Harvard University, who has written extensively in the field of cross-cultural psychiatry 
(Harvard Medical School 2019). He believes that mental illnesses are the result of 
physical matter interacting with symbolic meanings, and that these illnesses often include 
multiple meanings, which can change over time (Kleinman 1991).  This thesis draws on 
his approach, using his ideas and terminology. To best explain his ideas, it is essential to 
understand some key terms and their meanings: 
Disease – It is constructed when a medical practitioner assesses the symptoms presented 
by someone and then uses their biomedical knowledge (in the form of theoretical models) 
to identify a disorder. When a disease is diagnosed in a biomedical setting, they are not 
concerned with ‘soft’ concerns, such as the meaning of the illness for the individual, but 
with ‘hard’ concerns, such as the scientific pursuit of symptom control. The human body 
is viewed as a machine-like object which can be ‘fixed’ by alleviating symptoms 
(Kleinman 1988; 1991). 
Illness – Distinct from disease, it is the subjective experience of suffering in the 
individual. It is broader than just the biomedical condition, encompassing social and 
cultural factors too. Illness incorporates personal experiences, such as how the person 
lives with and manages their symptoms, and the problems that the symptoms cause in 
their life, all of which are influenced by cultural context. While a medical practitioner 
can diagnose disease, Kleinman believes that they cannot diagnose illness (Kleinman 
1988; 1991). 
Illness behaviours – How a person chooses to manage their illness, for example, through 
self-management, lifestyle changes, medical assistance or alternative therapies 
(Kleinman 1988). 
Illness complaints – What a person takes to the medical practitioner. The practitioner 
than reframes these complaints as disease, using theories of disorder (Kleinman 1988). 
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Illness problems – The difficulties and impairments that the illness causes in the person’s 
life (Kleinman 1988). 
Sickness – A disorder across a population, from a macrosocial perspective. This often 
relates to economics, politics, and institutions (Kleinman 1988). 
Medicalisation – The process through which medical institutions have become dominant 
and authoritative bodies in most modern societies (Kleinman 1991). The medicalisation 
process also ignores how society is contributing to sickness. A result of medicalisation is 
that problems that were once viewed as moral, religious or criminal have now been 
redefined as medical disorders which can be healed through therapeutic intervention, i.e. 
alcoholism, child abuse within an ‘unhealthy’ family (Kleinman 1988). 
Literature Review of Research into Tertiary Student Mental Health 
Researchers and medical practitioners agree that anxiety is currently the most common 
mental illness internationally (Emmelkamp and Ehring 2014; Richards 2011; Williams 
2017). In the Wiley Handbook of Anxiety Disorders (2014), clinical psychologists Paul 
Emmelkamp and Thomas Ehring claim that anxiety disorders are now at least twice as 
common as mood disorders (such as depression, mania and bipolar disorder). Of course, 
this statistic does not account for people living with anxiety who never seek out diagnosis 
or treatment, so rates could be even higher. Research conducted by the Centre for 
Collegiate Mental Health at Pennsylvania States University (USA) collected data on 
150,483 university students who were receiving mental health treatment, by asking 
questions during routine clinical practice at counselling centres. They found that anxiety 
was the most common mental health concern – much more common than depression 
(Williams 2017). Social anxiety and specific phobias have become especially common 
forms of anxiety disorders. It must also be noted that anxiety can be chronic, lasting over 
a year and sometimes for a lifetime (Emmelkamp and Ehring 2014).  
This section discusses recurrent topics that exist within the multidisciplinary existing 
research on anxiety among tertiary students. Most of this research had a biomedical 
perspective of anxiety, using the diagnostic label of ‘anxiety disorder’ to collate data. 
Consequently, this section will use these biomedical terms to represent the results of the 
previous research. In particular, the existing research often focused on biomedical 
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concepts such as prevalence, causal factors, consequences and treatment strategies, and 
therefore this section has been structured around these concepts. 
The Prevalence of Anxiety among Tertiary Students  
Two main studies discuss the prevalence of anxiety among university students in 
Aotearoa New Zealand. The first is a study by Carter et al. (2014) looking at the 
psychological functioning of medical students who were in Christchurch during the 2011 
earthquakes. In this study, 198 medical students self-rated their own experiences of 
psychological distress in an electronic survey about the impact of earthquakes on their 
individual experience. Results showed that self-rated psychological issues increased after 
the earthquakes, particularly in the form of stress, anxiety, concentration, mood or sleep 
issues. Students also perceived themselves as less emotionally resilient following the 
earthquakes than before they occurred. However, when compared to the Christchurch 
general population, the students reported similar levels of depression but lower levels of 
anxiety and stress. The second study was conducted by researchers at the University of 
Auckland. Samaranayake, Arroll and Fernando (2014) surveyed 1292 University of 
Auckland students (from various courses) to investigate the prevalence of sleep 
disorders, depression and anxiety among them. Data was collected using a questionnaire 
that required students to self-report their symptoms and experiences. The results showed 
symptoms of anxiety in almost twenty per cent of those surveyed. As with Carter et al.’s 
(2014) research among Christchurch medical students, this level of anxiety is lower than 
the estimated percentage among the New Zealand general population, which is believed 
to be about twenty-four per cent (Samaranayake, Arroll & Fernando 2014). 
The largest scale international study on the prevalence of mental illness among students 
was conducted by the World Health Organization (WHO), who surveyed 13,984 students 
belonging to nineteen institutions in eight different countries: Australia, Belgium, 
Germany, Mexico, Northern Ireland, South Africa, Spain and the United States. This 
study found that approximately thirty-five per cent of the participants reported having a 
lifelong mental disorder and thirty-one per cent as having a mental disorder for about a 
year. The most frequently reported disorder was major depressive disorder, followed by 
generalised anxiety disorder (Auerbach et al. 2018) – although anxiety disorders are 
meant to be the most commonly diagnosed mental disorders worldwide (Dungey 2015). 
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Research conducted by Farrer et al. (2016) specifically looked at major depressive 
disorder and generalised anxiety disorder among 5,265 students (both undergraduate and 
postgraduate) at the Australian National University. Surveys were used to gather data 
about symptoms, and these were interpreted using psychological diagnostic models. 
Results showed that students had high levels of anxiety and mental distress, with 
seventeen per cent meeting the clinical criteria for generalised anxiety disorder. Further 
research conducted in Canada and the United Kingdom has suggested that students 
experience considerable levels of anxiety (Richards 2011). 
Mental health is a necessary topic of discussion in New Zealand. Health Minister David 
Clark has publicly announced that the data suggests that one in five New Zealanders face 
mental health or addiction issues at any given time (Kirk 2018). Public statistics often 
relate to acute experiences of mental illness, especially depression and suicide. For 
example, between July 2017 and June 2018, 668 people committed suicide – ten per cent 
more people than in the previous year (McAllen 2018). While these figures seem high, 
suicide rates in New Zealand are about average among OECD countries (Otago Daily 
Times 2018). Of the 668 people who committed suicide, 137 of these people were 
between the ages of ten and twenty-four, and fifty-five per cent of that group between 
the ages of twenty and twenty-four (McAllen 2018). Young people seem to be 
particularly at risk of mental illness in New Zealand. The State of the Rural Nation survey 
found that eighty-five per cent of people between the ages of eighteen and thirty-nine 
claimed to be stressed or anxious, and The New Zealand Mental Health Survey found 
that thirty per cent of under-twenty-five year olds had had a mental disorder within the 
last year (Otago Daily Times 2018). Statistics can also show the usage of national 
services. For example, between 2015 and 2016, 171,033 people utilised mental health 
services in Aotearoa New Zealand, either through District Health Boards (DHBs) or Non-
Governmental Organisations (NGOs) (Ministry of Health: Manatū Hauora 2018a). Also, 
in 2017, New Zealand Police responded to 35,000 mental health-related callouts – a 
number that has steadily risen over the years (McAllen 2018). 
These figures highlight the need for greater awareness of and discussion around mental 
wellbeing in Aotearoa New Zealand, yet they can never fully represent how many people 
are suffering from mental illness. Some organisations have tried to estimate the 
prevalence of anxiety disorders in New Zealand, with statistics ranging from twenty-five 
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per cent (Robert Street Clinic 2015; Anxiety New Zealand Trust 2018) to fifteen per cent 
(Health Navigator New Zealand 2018) to seventeen per cent (Wellplace.nz 2018). These 
statistics can only ever be predictions; they do not consider the complexity, subjectivity 
and uniqueness of mental illness narratives, and their impact on human behaviour. The 
same can be said for statistical studies of anxiety disorders among students, like those 
discussed above. While they highlight the prevalence of disorder among students, they 
cannot possibly represent the multitude of experiences and varied management strategies 
used by students to manage their anxious feelings. Finally, symptoms of anxiety are often 
more subtle than those of depression, and anxious narratives and statistics are represented 
far less in the New Zealand media. Therefore, some people may be experiencing the 
symptoms of anxiety disorders without even knowing that they fit the criteria for a 
biomedical diagnosis. 
Themes Present Throughout the Existing Research 
Although the pre-existing literature involved different locations, dates and objectives, a 
series of themes were recurrent throughout that related to student experiences of anxiety. 
These themes included: academic demands; money; ethnicity and culture; gender; 
family; friendships and romantic relationships; political, environmental and social issues; 
and alcohol and drugs. This section explores these themes further, with particular focus 
on these themes in a Aotearoa New Zealand context.  
Academic Demands 
Academic pressures are an obvious cause of stress for university students and various 
New Zealand studies demonstrate this. In their research at the University of Auckland, 
Samaranayake, Arroll and Fernando (2014), found that demands of academic study can 
lead students to work long hours and deprive themselves of sleep – sleep deprivation is 
known to increase anxiety. Jameson and Smith (2011) interviewed thirty-five medical 
students at the University of Otago about their experiences doing Health Sciences First 
Year. A recurrent topic throughout the interviews was the stress of the high workload 
and how this negatively affected their wellbeing. These students also discussed how the 
transition from studying at high school to university was difficult due to the complexity 
and quantity of content, and how their stress was exacerbated by the competitive nature 
of their course (getting into second year Medicine). Lee and Williams (2017) interviewed 
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Asian international students studying in Auckland and found that Chinese students felt 
strong academic pressure because, from a young age, they had been taught that academic 
success is important. Finally, in 2015 an internet and website-blocking software company 
called Stop Procrastinating independently surveyed 1000 New Zealand first-year 
undergraduate students and found that academic performance was a common source of 
emotional distress. Their stress centred around grades, exams and their lack of motivation 
or self-discipline, and many of them reported seeking practitioner help through their 
universities for this stress. Many students believed that the grades achieved in their exams 
would significantly affect the trajectory of their lives, including career and postgraduate 
study opportunities. Seventy-five per cent of students reported feeling guilty about 
consuming social or visual media or socialising instead of studying, although many 
confessed that they did these things because they felt too overwhelmed by their workload 
(Jones 2015).  
While some stress is to be expected while studying at university, Farrer et al. (2016) 
found that academic stress was linked to an increased risk of generalised anxiety disorder 
among Australian university students. This was especially true if a student had external 
pressure to succeed, time management problems, exam stress, difficulty finding work/life 
balance, and/or low self-esteem.  
Money 
It seems likely that money can be a source of stress for New Zealand university students, 
especially considering that this was found to be true among Australian students (Farrer 
et al. 2016), however there is not enough research on this yet. New Zealand based 
research needs to be conducted to explore how university students manage the stress 
associated with managing finances while studying. Potential areas of investigation based 
on the Australian research (Farrer et al. 2016) include navigating financial independence, 
sticking to a budget, balancing studying with employment (for those that work), and the 
sacrifices that are made to survive on a full-time student income. It is also worth 
exploring how financial status impacts mental health management for students. Corinda 
Taylor, chairwoman of Dunedin’s Life Matters Suicide Prevention Trust, stated in the 
Otago Daily Times that University of Otago students have told her before that they often 
cannot afford to continue counselling sessions at Student Health once their six free 
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sessions have finished (McPhee 2018). Although self-help treatments seem like a 
promising alternative (at least for mild-moderate anxiety), research suggests that self-
help strategies are most effective for people of a higher economic status (Lee and 
Williams 2017).  
Ethnicity and Culture 
In Lee and Williams’ (2017) research of Asian (mostly Chinese) exchange students in 
Auckland, they emphasised various aspects of their ethnicity that were influencing their 
mental health. For example, they acknowledge that there is a misconception in New 
Zealand of Asian students being mentally resilient due to their high academic 
performance and low utilisation of university counselling services. This misconception, 
they claim, makes some Asian students reluctant to seek out help. This reluctance is 
exacerbated by the stigma surrounding mental health that exists in most Asian cultures. 
Also, many of the international students interviewed in Auckland claimed that they felt 
strong familial pressure to succeed due to how much money the exchange had cost some 
of their parents. Some also reported feeling homesick, disconnected from the dominant 
culture around them, and racially discriminated against. This research suggests that, 
specific ethnicity aside, simply being foreign might be enough to trigger certain anxieties 
among international – or even expat – students. Lee and Williams (2017) also claimed 
that ethnicity needs to be considered in the treatment of mental illness. For example, 
research suggests that people from Asian cultures do not respond optimally to Euro-
American biomedical models of care for mental illness, benefiting more from more 
spiritual or holistic approaches. Language barriers can also be problematic and working 
with a therapist of the same ethnicity seems to be preferable for many international 
students from non-English-speaking countries. This all being said, Lee and Williams 
(2017) trialled a low-intensity self-help programme among their Asian student 
participants and this was well-received; all students found it beneficial, culturally 
appropriate and in alignment with their expectations. Further research is necessary to 
understand the varied and no doubt conflicting experiences of New Zealand students 
from a range of ethnic backgrounds. 
The DSM-5 acknowledges that ethnicity can influence a person’s anxious experience. 
For example, it states that immigrants to a country where they do not speak the dominant 
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language fluently are at an increased risk of developing selective mutism (a type of 
anxiety disorder). Also, among immigrants to the United States, Latino and non-Latino 
white groups tend to have lower rates of social anxiety than other immigrants (American 
Psychiatric Association 2013). 
Within a New Zealand context, the research on Māori mental health is confusing and 
complex, often focusing on the prevalence of mental illness among Māori in comparison 
with other ethnic groups. The Ministry of Health: Manatū Hauora (2018b) state on their 
website that adult Māori are “1.5 times as likely as non-Māori adults to report a high or 
very high probability of having an anxiety or depressive disorder”, yet other research 
claims that mental health disorders are equally common among different ethnic groups 
living in New Zealand (Black et al. 2017; Rangihuna, Kopua and Tipene-Leach 2018). 
Rangihuna, Kopua and Tipene-Leach (2018) claim that Māori engage with mental health 
services more than other ethnic groups, are more frequently admitted to mental health 
facilities with ‘acute’ mental illness, and that Māori women have twice the consultation 
rate of non-Māori women. Statistical data can be a useful tool for highlighting an issue 
and can provide insight into patterns of behaviour. Yet, as discussed above, too much 
weight should not be given to statistical data surrounding prevalence and risk among 
ethnic groups. Black et al. (2017) agree, saying that several factors can influence the 
results – such as disorder type, ethnicity, study design and sociodemographic variables – 
and therefore generalisations should be avoided. 
Ethnicity should not be given too much weight, although it is of course important to 
consider how certain groups are privileged or disadvantaged based on their racial 
characteristics or cultural practices of their ethnic group. However, culture should be 
considered in both research and practice. Culture relates to the ideas, customs and 
behaviours of a group, and a person can belong to multiple cultures at once. Lee and 
Williams (2017) emphasise that cultural differences should be considered with reviewing 
statistical research on mental health. The value of including culture in mental health 
treatment is evident in the Mahi a Atua programme operating in Tairāwhiti/Gisborne, 
which is catered to Māori. It is offered under the Ministry of Health’s Mental Health and 
Addictions Project and is based on pūrākau (Māori creation and custom narratives), 
revolving around ancestry and Māori Gods. Lee and Williams (2017) claim that Māori 
with a connection to their culture tend to have greater resilience and subjective wellbeing, 
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emphasising the benefits of culturally considerate therapies. Also, research has shown 
Māori living in locations with higher ethnic density tend to have better health and lower 
rates of psychiatric diagnosis, suggesting that cultural connectedness and belonging 
might be important (Lee and Williams 2017). 
Gender 
Some New Zealand research suggests that female students have higher rates of 
depression and anxiety than male students. Samaranayake and Fernando (2011) surveyed 
600 students at the University of Auckland across a range of courses, to analyse their life 
satisfaction and depression rates. The surveys relied on self-reporting but were based on 
psychiatric diagnostic criteria and surveys were analysed by researchers. Within the 
group they found that female students had significantly higher rates of depression and 
anxiety compared to male students. In a later study, Samaranayake, Arroll and Fernando 
(2014) gave 1933 Auckland tertiary students questionnaires to research the rates of sleep 
disorders, depression and anxiety among them. They used the same methodology as in 
the previous study. While they found no gendered difference in sleep disorders, they 
again found higher rates of depression and anxiety among female students compared to 
male students. Both of these studies rely on self-reporting though, which does not 
necessarily ensure accurate or honest data. For example, it could be that some male 
students did not report feeling depressed or anxious due to lack of knowledge about 
mental health or a fear of social stigma. 
The gender norms that exist in New Zealand can affect the experience and expression of 
mental illness. Wardell (2013) discussed how depression in New Zealand is often 
perceived as feminine. To make her point, she used the example of former All Black and 
present rugby coach John Kirwan; he promoted the self-help program The Journal on 
depression.org.nz and publicly spoke about his own experiences with depression. John, 
who is the embodiment of New Zealand’s masculine ideal as a high status and physical 
strong former rugby player, was used to try to destigmatise depression as a ‘weak’ or 
‘feminine’ illness through his status. Yet his promotion still unintentionally perpetuated 
a gendered narrative: that to be a New Zealand man is to rely on yourself (in the form of 




In their research into LBGTAQ experiences at the University of Otago, Treharne et al. 
(2016) found that students identifying as transgender or non-binary sometimes 
experienced discrimination in ways that cisgender men and women did not. For example, 
a participant of the study recalled witnessing a transgender person being harassed near 
campus, and many trans or non-binary individuals reported feeling uncomfortable using 
gender segregated bathrooms. It stands to reason that these experiences might be anxiety-
inducing, however more research needs to be conducted to understand these identities 
and how they relate to mental health among New Zealand student populations. 
In Australia, Farrer et al. (2016) found that rates of generalised anxiety disorder were 
significantly higher among female university students from their sample – something that 
mirrors the findings from other international studies. Some research suggests that females 
in Euro-American locations are more anxious than men (American Psychiatric 
Association 2013; Gren-Landell et al. 2011; Farrer et al. 2016) and that being female 
correlates with higher rates of chronic mental disorder in general (Auerbach et al. 2018), 
while others claim there are no significant differences in rates of anxiety between men 
and women (Richards 2011). Regardless, cultural conditioning around gender can mean 
that they express mental illnesses in different ways. For example, research suggests that 
females with social anxiety disorder have more social fears, while males with social 
anxiety disorder are more likely to have behavioural issues or use alcohol and drugs to 
manage their disorder (American Psychiatric Association 2013). 
Of course, experiences of anxiety cannot be simplified based on gender alone. Various 
factors can impact mental health, including sociodemographic variables, genetics 
(American Psychiatric Association 2013; Donner et al. 2008; Hettema, Neale & Kendler 
2001), environmental triggers (Javanbakht & Saab 2017; OpenStax 2019; Rosen & 
Schulkin 1998) and psychological trauma (American Psychiatric Association 2013; 
Javanbakht & Saab 2017). These factors make it difficult to make generalisations based 
on gender alone. For example, when they systematically reviewed the existing New 
Zealand and Australia based research, Black et al. (2017) found that indigenous men were 
much more likely to have social phobia than non-indigenous men. Alternatively, statistics 
show that among young New Zealand men under twenty-five years old, Māori are 
overrepresented (Otago Daily Times 2018). This is an example of how gendered 




In Lee and Williams’ (2017) research of Asian international students in Auckland, some 
students that grew up with deep emotional ties to their parents reported feeling anxiety 
about being away from their families. Unlike in New Zealand, where independence is 
encouraged from a young age, strong familial ties are often encouraged in Asian cultures. 
From a young age, children are socialised to depend on them and follow their guidance. 
Alternatively, some students reported feeling large amounts of pressure to live up to the 
expectations of their parents. One student speculated that some Chinese students who 
grew up while the One-Child Policy was in effect have grown up with a lot of attention 
and consequently have become selfish and inept at interpersonal relationships. This is 
only one opinion, however, multiple participants reported that their parents did not teach 
them skills for dealing with emotional problems – the two students with the highest levels 
of anxiety and depression specifically reported feeling neglected in their area. Some 
students reported feeling unable to talk to their parents about their mental health, often 
because they never saw their parents show negative emotions and therefore never learned 
how to express them. Lee and Williams (2017) encourage university counselling services 
to consider how cultural familial traits influence Asian students living in New Zealand, 
so that they can provide culturally appropriate solutions. 
Internationally, the role of family in student mental illness experiences has been 
documented. Research in the United States has shown that university students often 
experience separation anxiety from their parents while studying away from home, despite 
a misconception that separation anxiety only affects children (Seligman & Wuyek 2007). 
Another American study found that the psychological wellbeing of students was 
influenced by the attitude, personality and coping strategies of their parents. For example, 
students that grew up with harsh or inconsistent discipline tended to have worse 
psychological wellbeing, while students with fair and consistent discipline had better 
psychological wellbeing (Yeh & Chiao 2013). An analysis of the large-scale WHO study 
also found that students with unmarried or deceased parents had a higher change of 
developing a lifetime or twelve-month long disorder (Auerbach et al. 2018). 
During the public meetings for the Mental Health and Addiction Inquiry, run by New 
Zealand’s newly elected Labour government in 2017, families of people with mental 
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illness were in heavy attendance. Many advocated for greater cooperation between 
mental health services and the families of those who are unwell, expressing frustration 
with governmental procedures protecting the privacy of mentally unwell adults, at the 
expense of parents knowing and being able to help. Others described the distressing 
experience of having a mental unwell child, sometimes blaming themselves (McAllen 
2018). 
Family dynamics have the potential to influence students from all backgrounds and in 
various ways. Psychiatry recognises that both genetics and upbringing can sometimes 
result in the manifestation of anxiety disorders (American Psychiatric Association 2013). 
Students from varying cultural backgrounds might have been raised ill-equipped to cope 
with anxiety. While growing up, a child learns what is dangerous or not through the 
information they gather from other people, especially their parents (Javanbakht & Saab 
2017). For example, social anxiety disorder is often associated with physical or emotional 
abuse, parental neglect and parental conflict over a child’s living arrangements (Gren-
Landell et al. 2011). Anxiety can also be triggered by unpleasant life experiences, and 
there is always the potential for these experiences to involve family (American 
Psychiatric Association 2013). Finally, families can also be a positive influence on 
anxious students, providing them with stability, support and security during difficult 
times. 
Friendships and Romantic Relationships  
Friendships and romantic relationships have the potential to help students manage their 
mental health. They can be a valuable support system, especially when they are also 
experiencing the same type of stress (Jones 2015). However, these social relationships 
can also be a source of stress for undergraduate students. In Jameson and Smith’s (2011) 
research into Health Sciences First Year student experiences at the University of Otago, 
some students reported finding it hard to be living in halls and being surrounded by other 
students, and others had found studying difficult at times due to problems in their 
romantic relationships. A lack of social connection or belonging can also be a major 
source of unhappiness. Purvis et al. (2006) found that New Zealand students with acne 
have an increased risk of developing mental illness, demonstrating how body image, 
perceived romantic desirability and societal appearance expectations can also be a source 
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of stress. Among the students in Lee and Williams’ (2017) study of Asian students in 
Auckland, some reported feeling homesick, disconnected from Aotearoa New Zealand 
culture and discriminated against by domestic students. This caused many of them to 
only socialise with other Asian international students. Among the LGBTAQ University 
of Otago students that Treharne et al. (2016) interviewed, many reported hiding their 
sexual orientation from peers out of fear of discrimination. Some had already experienced 
harassment – some even fearing for their safety – by other young adults in Dunedin. 
While the majority reported that the campus was welcoming and inclusive, the evidence 
is clear: LGBTAQ students can face social problems that are the direct result of their 
sexual orientation or gender identity, and that are not experienced by heterosexual or 
cisgender people. These problems have a great capacity to affect mental health. This 
being said, social disconnectedness can affect students from all different backgrounds. In 
a survey conducted among 1000 New Zealand final-year undergraduate students, thirty-
seven per cent reported feeling lonely sometimes. Often this was because the demands 
of their course meant they had very little time left for socialisation (Jones 2015). 
The influence of social relationships on the mental health of students and young adults 
generally has been shown internationally too. Research in Australia found that students 
not in romantic relationships and students studying away from home had higher rates of 
generalised anxiety disorder and depression. While research suggests that social 
connectedness can improve wellbeing, the irony is that often mental illness can deter 
people from seeking or maintaining relationships. The WHO’s Mental Health 
International College Student Project suggested that social life was the area that students 
felt most impaired by mental illness (Farrer et al. 2016). In his article in the British 
newspaper The Independent, journalist Alex Williams (2017) speculates that modern 
dating apps, such as Tinder or Bumble, have made people increasingly self-conscious 
about their appearance. For some people with anxiety, the possibility of finding a 
romantic relationship through these means might be daunting or even inconceivable. 
Undoubtedly, social media could have a similar effect and, sadly, its usage is even more 
common than dating apps. 
In her article in the Otago Daily Times, Kim Dungey (2015) acknowledges the role of 
social media in causing anxiety among teens, particularly how it encourages them to 
obsess about getting ‘likes’ and ‘friends’. She also talks to Otago residents with medically 
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diagnosed anxiety; Katy reports feeling afraid of socialising and of leaving the house for 
three years during the height of her anxiety, meanwhile, Cherie reports being told by 
other people to “get a grip, snap out of it, stop being a drama queen”. Forming social 
support networks can be difficult for mentally unwell people, despite the benefits. 
New Zealand and international research show that while friendships and romantic 
relationships can sometimes be a source of stress, feelings of loneliness and 
discrimination harm mental health. At the University of Otago, certain students seem to 
be at the greatest risk of these experiences: international students (especially those who 
arrive midway through a year or course of study), ethnic minority students, students with 
language barriers and LGBTAQ students. Of course, all students are at risk of feeling 
lonely or discriminated against though. Also, the use of social media or dating apps may 
enhance social anxieties among students, although this will need to be investigated 
further during the interviews. 
Political, Environmental and Social Issues 
Various political, environmental and societal circumstances can affect the mental health 
of tertiary students. Carter et al. (2014) surveyed medical students who were in 
Christchurch during the 2011 Christchurch earthquake. They found that many students 
reported having anxiety post-earthquake, especially those who had a history of mental 
illness, high levels of neuroticism or who were not New Zealand European. Students can 
also experience anxiety over their career options. When Samaranayake, Arroll and 
Fernando’s (2014) surveyed Auckland university students, some students reported 
feeling uncertain about their job prospects in New Zealand given the current economy 
and job market. This fear was also evident in the independent research survey conducted 
by the website Stop Procrastinating, where thirty-five per cent of the New Zealand 
students interviewed blamed their anxiety of the current job market available to young 
people and their fears about future job opportunities. 
A similar fear among young people seems to exist internationally. When Farrer et al. 
(2016) surveyed Australian students, some reported feeling pressured to make decisions 
about their career paths and post-graduation plans. Kai Wright, the host of the 
podcast The United States of Anxiety, says of young Americans: ‘Work life has changed 
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… and nobody seems to trust the people in charge to tell them where they fit into the 
future’ (Williams 2017). 
In Aotearoa New Zealand, mental health has been the topic of much political discussion 
since the campaign and election of Jacinda Ardern and the Labour government in October 
2017. Shortly after the election, they began the Mental Health and Addiction Inquiry, at 
a cost of $6.5 billion (McAllen 2018), and as a result of a pledge made during the election 
(Kirk 2018). It consisted of a series of public meetings in which people could express 
their opinions to the government about how to improve the mental health system. During 
the meetings, many people expressed frustration towards the panel running it for the 
perceived lack of solutions by the government and a belief that they would continue to 
fail (McAllen 2018). The findings from the meetings were collated and turned into a 
200+ page report (Kirk 2018). The report found that people were frustrated by the lack 
of funding going to mental health organisations (Kirk 2018; McAllen 2018) and lack of 
access to mental health services (Kirk 2018). Statistics from the State of the Rural Nation 
survey show that lack of access is especially problematic for rural New Zealanders who 
are geographically isolated. These people are at the highest risk of mental illness, along 
with men and Māori (Otago Daily Times 2018). Another issue with funding is that a lot 
of the money is dedicated to services for people with acute mental illness. While they are 
a high priority, these funding streams do not target people whose mental illnesses are 
deemed only ‘mild’ or ‘moderate’ – even though these people might still be suffering 
greatly and in need of help (Kirk 2018). McAllen (2018) argues that a similar bias exists 
in a lot of campaigns that exist: often they focus on depression and suicide. Again, these 
are undoubtedly crucial issues, but for someone who has a mental illness that does not 
match this ‘type’ of mental illness, they are inadequate. Of course, there are other societal 
issues and political factors that could contribute to poor mental health. An anonymous 
man said to McAllen (2018): "[the government] need to ask about how they’re 
contributing to a world that gives people no recourse but self-slaughter’" For young 
people today, the world can seem scary and hopeless. In Leaman’s (2018) Stuff article, 
clinical psychologist Kirsty Dempster-Rivett says that children are increasingly aware of 
national and global issues such as nuclear war and climate change. In Singh’s (2018) 
Stuff article, another clinical psychologist, Marie Kelly, says the same thing, adding that 
news is constantly accessible. For children and young adults, these issues can seem 
terrifying and overwhelming, resulting in anxiety. Kirsty Demster-Rivett also makes the 
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point that many young people now feel a crisis of choice, where there are so many options 
for how they want to live their lives that they can feel "paralysed by anxiety" (Leaman 
2018). 
Alcohol and Drugs  
Lyons et al. (2014) conducted ethnographic research looking at alcohol consumption 
among young people in New Zealand. They interviewed 141 people between the ages of 
eighteen and twenty-five, from both urban and rural North Island locations, and across 
Pākehā, Māori and Pasifika ethnicities. Among their interviews, they often heard stories 
of heavy drinking based on hedonistic impulse, where "intoxication as a pleasure in its 
own right is a central theme, while problems, such as hangovers, blackouts, vomiting, 
minor accidents and social tensions within the group are downplayed or minimised" 
(p.7). In these instances, the anticipation of getting drunk overrides the expectation of 
any negative consequences. For some people, intoxication was described as therapeutic, 
alleviating stress, sadness or tension. In other instances, it was a means to celebrate 
positive experiences. Across all three ethnicities, there was a consensus that it was 
common to drink two to three times a week. For participants, drinking was a social ritual 
that strengthened friendships – the inverse is this is that there is also a societal pressure 
to drink. One participant said: “Alcohol is kinda related to a good time, so if this is not 
there (mimes lifting a can), then there is no good time” (p.12). Interestingly, the people 
who abstained from drinking were most commonly women within the Māori or Pasifika 
groups, who did so for professional, religious or personal reasons (although they still 
often socialised with drinkers). Pasifika people, in particular, spoke about alcohol as 
being normalised in their social groups but as transgressing their cultural norms. While 
Māori participants often valued social drinking, they were more concerned about how 
their drinking would appear to others, especially family, and so they would not publicise 
it so much. Pākehā, however, seemed to hold the strongest conception of drinking as: 
an accepted, routine activity within peer social events … and the 
hegemonic understanding was that they were established drinkers in a 




In their research of Auckland tertiary students, which involved giving 1933 students 
questionnaires, Samaranayake, Arroll and Fernando (2014) found that "harmful alcohol 
and drug use was common among this population group and is associated with clinically 
significant depression and anxiety" (p.13). 
If harmful alcohol and drug use can be linked to depression and anxiety (Samaranayake, 
Arroll and Fernando 2014), and young adults in Aotearoa New Zealand drink often as 
social ritual (Lyons et al. 2014), it stands to reason that some students at the University 
of Otago who drink often might also experience anxiety. While rates of alcohol 
consumption among the University of Otago students have declined over time, the rates 
are still higher than in other New Zealand universities (Block 2018). Research conducted 
by Otago academics Robertson and Tustin (2018) found that some New Zealand students 
felt peer pressure to drink alcohol to the point of intoxication. Among these student 
populations, drinking to excess – often called ‘binge drinking’ – was normalised. 
Students also tended to spend time with people who have similar drinking habits to 
themselves. Within these ‘subcultures of intoxication’, there is often a social cost to not 
participating, as “students who limit or abstain from drinking are ascribed a negative 
social identity” (Robertson & Tustin 2018, p.7). Despite these concerning findings, the 
effects of drug and alcohol consumption on student mental health are under-researched 
both locally and internationally. 
Within the broader Aotearoa New Zealand culture, alcohol and intoxication are 
normalised to what McEwan, Campbell and Swain (2010) consider to be a problematic 
degree. The country has a long history of alcohol consumption dating back to the 1800s. 
However, rates of alcohol consumption have increased greatly since then. Many people 
participate in a style of consumption known as ‘binge drinking’, which is described as 
“short-term heavy-drinking behaviour and associated with intoxication and an increased 
risk of alcohol-related harm” (McEwan, Campbell & Swain 2010, p.17). For New 
Zealanders that drink, especially those between the ages of eighteen and twenty-four – 
who are getting drunk most often – getting drunk is the main objective of having a good 
night out. For students that experience adulthood and independence for the first time, 
they often try to integrate themselves into a student culture that heavily involves binge 
drinking. This is not a modern phenomenon: the university drinking culture has been 
present in New Zealand universities since the 1800s. Social media has encouraged this 
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culture of intoxication, influencing young people’s experiences of personal identity, 
relationships, and lifestyle through advertisements, event and venue promotion, and 
photo-sharing. Also, ready-to-drink (RTD) drinks appeal to younger people who might 
not otherwise drink; they are made extra sweet and are packed to be bright, fun and 
youthful. They are especially popular among young people and females. In addition to 
alcohol, the culture of intoxication incorporates drug use too. In New Zealand, cannabis 
is popular and quite accessible. Amphetamines are also used a lot in New Zealand, 
especially methamphetamine (McEwan, Campbell & Swain 2010). More recently in 
New Zealand, highly dangerous synthetic cannabis has also entered the drug market, 
although this was not acknowledged in the Mental Health and Addiction Inquiry (Kirk 
2018). McEwan, Campbell and Swain (2010) write that "a social lifestyle of getting-out-
of-it has developed where an altered state of consciousness is viewed as a desirable and 
normative goal" (p.25). In 2009, McEwan interviewed a range of tertiary students and 
found that many students reported intentionally drinking to reach the desired level of 
intoxication (McEwan, Campbell & Swain 2010). 
Anxiety Illness Behaviours 
Research suggests that New Zealanders attempt to manage their anxiety is various ways. 
For example, when the website Stop Procrastinating surveyed 1000 New Zealand 
undergraduate students in their final year of study, students reported different self-
management strategies that they used to help them cope with stress at exam time: 
exercising, talking to friends or counsellors, meditating, blocking the internet, visualising 
their own success, listening to enjoyable music, watching comedy, and planning out each 
study day (Jones 2015). Of course, some might consider exam stress to be form of 
‘normal’ stress that is distinct from anxiety. For those with more acute stress or anxiety, 
medication and therapy are the medically prescribed solutions. The Mental Health and 
Addiction Inquiry report suggested that these two management strategies should always 
occur together (Kirk 2018). However, these solutions require seeking medical assistance 
for anxiety, something that not everyone might feel comfortable doing. For example, in 
the State of the Rural Nation survey by Bayer NZ, 56 per cent of participants reported 
feeling uncomfortable talking about mental illness due to stigma and claimed that they 
preferred trying to manage their symptoms themselves (Otago Daily Times 2018).  
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An Overview of the Chapters 
Following this chapter, Chapter Two explores how an anthropological perspective 
towards illness can reframe anxiety. Chapter Three explains the methodological approach 
taken to the research among the University of Otago undergraduate students. It discusses 
four main ideological frameworks used to frame the research findings: ethnography, 
phenomenology and assemblage theory. Chapter Four demonstrates and analyses the 
research findings after conducting interviews with students and staff at the University of 
Otago relating to student experiences with anxiety. Chapter Five compares the research 
results with the previously reviewed literature from Chapter One, with a focus on 















Chapter Two: An Anthropological 
Perspective on Anxiety and Mental 
Health 
This chapter explores key themes throughout the medical anthropological literature, tying 
them into Arthur Kleinman’s relevant ideas relating to illness narratives, as discussed in 
the previous chapter. In Chapter Five of this thesis, these themes inform the discussion 
of the research findings. 
Getting a Diagnosis  
When anxious feelings become overwhelming, people might seek biomedical or 
psychiatric help. Often, they will be diagnosed with an anxiety disorder – a meaningful 
yet complex experience (Canguilhem 1978; Jutel 2011; Kirmayer, Gomez-Carrillo and 
Veissière 2017; Kleinman 1988). Jutel (2011) describes being diagnosed as like  
… being handed a road map in the middle of a forest … it shows you 
the way, but not necessarily the way out. It indicates what the path 
ahead is going to look like, where it will lead, the difficulty of the 
climb, and various potential turn-offs along the way. 
 (p.1) 
A diagnosis acts as an idiom of distress; it is a label that conveys to the patient and to 
others that a person is medically unwell (Kirmayer, Gomes-Carrillo, and Veissière 2017). 
For some people this experience can be validating, assuring them that their suffering is 
permissible and to be expected, minimising the guilt they might feel from any inability 
to meet sociocultural expectations (Jutel 2011; Lock & Nguyen 2018). For other people 
a biomedical diagnosis can invoke stress, especially if significant time or money will be 
needed to treat or manage it (particularly in the case of chronic illnesses) (Kleinman 
1988). After a diagnosis, patients often view their lives in terms of before and after the 
diagnosis (Jutel 2011), the experience becoming a part of their personal narrative. The 
medically diagnosed condition becomes a part of a person’s life story, existing alongside 
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other aspects (Kleinman 1988) such as family, health, finances, individual psychology, 
social life, personal fears and aspirations, and memories. Narrative is an important 
component of healing (Liggins 2018). Everyone’s experience of illness is unique, shaped 
by layers of internal and external circumstances from throughout their whole lifetime 
(Kleinman 1988).  
Considering that all illnesses are unique experiences, Kirmayer, Gomez-Carrillo and 
Veissière (2017) argue against the use of the term disorder when referring to mental 
health. Instead, they suggest that they should be conceptualised as syndromes. 
Syndromes are assemblages of various symptoms. These symptoms are all 
interconnected, existing in smaller assemblage clusters, located across time and space. 
When a person visits a medical practitioner and displays illness symptoms, these 
syndromes are then interpreted and translated into biomedical categories, which is how 
the medical practitioner arrives at a diagnosis of a disorder. Within the context of mental 
health, they use the DSM to identify a disorder based on their patients’ syndromes. The 
issue with this approach is these diagnostic categories often assume that there is a 
consistent underlying cause, which – especially with mental health – is not always the 
case. Kirmayer, Gomez-Carrillo and Veissière (2017) advocate for a focus on syndromes 
rather than diagnosed disorders because syndromes encompass a broader interpretation 
of how health can be influenced by a multitude of factors. For example, sometimes 
mental illness is more than a biological disorder and instead results from a problem in 
other areas of the patient’s life (American Psychiatric Association 2013; Javanbakht & 
Saab 2017). They are the result of a complex interplay between biology, culture and 
society (Kirmayer, Gomez-Carrillo and Veissière 2017). Biomedicine can diagnose and 
measure levels of impairment but is not able to measure or categorise subjective 
experiences of suffering (of either the patient or their loved ones) (Kleinman 1988). By 
focusing on individual experiences of suffering (always within their cultural contexts), a 
more holistic and individualised approach to treatment and recovery can be developed 
(Kirmayer, Gomez-Carrillo and Veissière 2017). 
Illness symptoms are symbolic: they are interpreted and used to make a medical 
diagnosis. Therefore, the diagnostic process is always a semiotic activity. These 
symptoms always exist within cultural contexts though, and these contexts influence how 
the medical practitioner interprets them. Within every cultural context there are beliefs 
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about what signifies health and illness (although these are not static and change through 
time and space). For example, in Euro-American cultures tanned skin is generally seen 
as a symbol of vitality and being thin is understood as preferable to being overweight 
(Kleinman 1988). The biomedical diagnostic process is based on these cultural 
interpretations of illness, particularly relying on notions of ‘normal’ versus ‘abnormal’ 
bodies. How symptoms are culturally interpreted informs the decisions made by medical 
practitioners about how to treat the illness (Jutel 2011). For example, once illness 
symptoms have been translated into a medical diagnosis, the practitioner and patient 
collaboratively create and agree to a treatment plan (although there is the potential for 
disagreement and defiance on behalf of the patient). Often this diagnosis and subsequent 
treatment plan allows the patient to feel a greater sense of control over their illness, 
providing some relief from emotional suffering (Canguilhem 1978).  
Taussig (1992) claims that Euro-American cultures are intent on ordering illness 
experiences by biomedically identifying causes and diagnosing conditions. He claims 
that this is indicative of anxious societies, which he refers to as nervous systems. He 
describes the diagnostic process as “an adventure of the intellect struggling from darkness 
to light, from disorder to order” (p.9). This need to control and define situations goes 
beyond individuals: it is the way that Euro-American societies often operate. They crave 
categories due to a dissatisfaction with not understanding or being able to control 
situations. This theory also explains why, according to Canguilhem (1978), the less easily 
the disease is localised in the body, the more serious of a disease it is viewed as. 
Being biomedically diagnosed with a disease effects the experience of the individual 
(Kirmayer, Gomez-Carrillo and Veissière 2017; Kleinman 1987; Lock & Nguyen 2018). 
Ian Hacking described how a ‘looping effect’ occurs once someone is diagnosed; the 
individual gets put into a category by someone they view as having authority, which then 
influences the lived experience of the diagnosed individual (Lock & Nguyen 2018). In 
terms of mental health, being put into a psychiatric diagnostic category – be it ‘having 
anxiety’, ‘being depressed’, ‘suffering from PTSD’, and so on – then effects how that 
individual starts to view themselves and the world, and what they focus their attention 




In biomedical practices, pharmaceuticals are often prescribed to treat anxiety (Kyrios 
2018). In New Zealand, these medications are usually SSRIs, TCAs, beta-blockers, 
buspirone, benzodiazepines or MAOIs (Family Doctor 2018). Rates of prescriptions have 
increased over recent years. This is probably because some biomedical conditions, such 
as attention deficit hyperactivity disorder (ADHD) or serious phobias, have only been 
recognised as medical diseases relatively recently (Lock & Nguyen 2018) and possibly 
also due to increased awareness around mental health in general. A significant 
pharmaceutical used to treat anxiety disorders is Xanax, which is a benzodiazepine. In 
1982, Xanax arrived on the American market, made by Upjohn Company. It became the 
main drug prescribed for panic attacks and anxiety (Orr 2006). Jackie Orr (2006) writes 
in Panic Diaries: A Genealogy of Panic Disorder about her own experiences with 
anxiety: 
I couldn’t afford to take a vacation. I went to a psychiatrist. She listened 
to me talk and decided I probably had something called ‘panic 
disorder’. She wrote me a prescription for a drug called Xanax, which 
I thought was quite nice of her, since I couldn’t afford to see a 
psychiatrist again. After I took the Xanax, the attacks of panic eased. 
(p.9) 
Pharmaceuticals are a form of technology that can have an immediate and impactful 
effect on lived experience. Their purpose is to alleviate the suffering self – a self which 
is presumed to come from the brain (Lock & Nguyen 2018). For many people, 
pharmacotherapy has helped them to manage or eliminate the symptoms of their anxiety, 
thus improving the quality of their life.   
While pharmacotherapy can relieve the symptoms of anxiety, the medications often have 
problematic side effects, ranging in severity (Kleinman 1988; Lloyd & Moreau 2011). 
For example, research suggests that SSRI antidepressants, commonly used to treat 
biomedically diagnosed anxiety disorders, often have side effects such as fatigue, nausea, 
weight gain, insomnia and sexual dysfunction, to name only a few of many possible side 
effects. Stopping the use of SSRI medication can also be difficult, with many unpleasant 
side effects. Similarly, benzodiazepines (such as Xanax and Klonopin) can cause side 
effects such as drowsiness, slurred speech, poor concentration, and memory issues. 
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Research suggests that they can also increase depression, and that people can also become 
addicted to them. It is also possible to overdose on benzodiazepines (Smith, Robinson & 
Segal 2018). The side effects of medication can prompt people to explore alternative 
forms of healing, such as dietary changes, self-hypnosis, or visiting practitioners of 
alternative medicine. Sometimes these alternative therapies can give people hope and 
healing when they have become disillusioned with conventional therapies (Kleinman 
1988). Alternatively, sometimes the unpleasant side effects of medication can cause 
patients to ignore the advice given to them by their medical practitioner and stop their 
medication prematurely, before their optimal efficacy (Lloyd & Moreau 2011). Despite 
these side effects, medication is often necessary and transformative for people with 
significant anxiety (Lloyd & Moreau 2011). Pharmaceutical intervention often occurs at 
particularly difficult stages in a person’s life (Lock & Nguyen 2018). It can help them to 
take important steps towards wellness, helping them to complete basic tasks and the 
duties expected of them. Medication is not always enough on its own though and often 
does not solve the broader issues that are contributing to the persons illness experience 
(Lloyd & Moreau 2011), which is why it is often recommended as a treatment alongside 
therapy. The unpleasant side effects and risks associated with some anxiety medications 
can deter a person from using them as a treatment option, and sometimes they might not 
even address the core anxiety-provoking issue.  
Biomedical technologies such as pharmaceuticals measure the reduction of symptoms 
and, as a result, can fail to examine the lifeworld of the individual (Kirmayer, Gomez-
Carrillo & Veissière 2017; Kleinman,1988). Jackie Liggins (2018) claims that Aotearoa 
New Zealand’s mental health systems usually take a ‘recovery approach’. The risk with 
this is that  
the uniquely personal aspects of recovery risk being diluted as they are 
converted to the rhetoric of policy, losing the subjectivity that lies at 
the heart of lived experience. 
(p.661) 
There is no doubt that medications for anxiety can be impactful. For example, they can 
allow a person with social anxiety disorder to face social situations that they otherwise 
would not feel capable of facing. However, using medication alone is not always enough, 
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as demonstrated by the ineffectiveness of pharmacotherapy in treating specific phobias 
(Hamm 2014). Liggins, through her own experiences being in mental health care, found 
this recovery approach to be insufficient, believing that it “failed to capture the heartfelt 
quality of my experience as service user” (Liggins 2018, p.661). This prompted her to 
turn to the idea of ‘healing’, rather than ‘recovery’, which encompasses much more than 
just the symptomatic experience: 
Healing is described as an intensely personal process or journey, with 
each person’s experience being subjective and unique. This may be 
perceived as a journey back towards a previous state, or more 
commonly forward movement and transformation.  
(Liggins 2018, p.661) 
Pharmacotherapy also does not tackle social, political or economic issues that could be 
creating or enhancing the experienced of lived anxiety. For example, people might be 
experiencing anxiety due to shame or discrimination based on how they look, their 
employment status, their ethnicity, or their lack of education (to name just a few of many 
possible scenarios). This process of treating social issues like medical issues is called 
‘medicalisation’ (Kleinman 1988; Lock & Nguyen 2018) and this is a prevalent trend in 
Euro-American locations. What was once considered moral, religious or criminal 
problems have been redefined as medical problems with biomedical solutions (Kleinman 
1988). In their online resource Anxiety – A Patient’s Guide, New Zealand organisation 
Family Doctor (2018) states that “currently favoured theories support anxiety being 
caused by chemical problems in the brain”. The issue with this medicalised approach is 
that it does not always address the root cause of the suffering. Rather than look for 
treatable issues in their lifeworld, or interpreting individual experience, biomedicine’s 
focus is on controlling the symptoms (Kleinman 1988). Kleinman (1988) writes: 
Practitioners, however, are not trained to be self-reflective interpreters 
of distinctive systems of meaning. They are turned out of medical 
schools as naïve realists … They are rarely taught that biological 
processes are known only through socially constructed categories that 




Scheper-Hughes and Lock (1987) claim that by medicalising the individual experience 
of suffering, the role of social and political ideologies in creating the suffering is 
minimised. Alternatively, Kleinman (1988) argues that suffering often relates to 
existential concepts of confusion, order and evil and is ingrained in the human condition. 
Rather than finding a moral or spiritual response to these illnesses, the immediate 
therapeutic response seems to be the manipulation of disease. However, the objective of 
these approaches still involves a return to biological normality. Sometimes normality is 
not enough for the patient though. Lloyd and Moreau (2011) emphasise how there can 
sometimes be a discrepancy between how patients and their clinicians interpret ideas 
such as ‘successful treatment’ and ‘normal functioning’. While the clinician might be 
aiming for normality or the reduction of symptoms, the concept of recovery for the 
patient might be broader, including ideas about personal development or improving 
relationships for example. Ultimately, although pharmaceuticals can be valuable in 
controlling symptoms of anxiety, their usage can sometimes obscure other, non-
biological causes of anxiety that exist in the person’s life.  
In New Zealand, anxiety is not always treated purely with medication though; sometimes 
it is treated just with therapy, or a combination of therapy and medication (Family Doctor 
2018). Examples of therapies used for anxiety include: exposure therapy (Telch, Cobb & 
Lancaster 2014), cognitive therapy (Vossbeck-Elsebusch & Ehring 2014), metacognitive 
therapy (Wells & McNicol 2014), cognitive behavioural therapy (Barrera, Smith & 
Norton 2014; Teachman, Beadel & Steinman 2014), mindfulness and acceptance-based 
therapy (Roemer et al. 2014), and interpersonal and emotion-focused processing 
psychotherapy (Newman, Jacobson & Castonguay 2014). In all styles of therapy, the 
patient tells the therapist a story of their illness. The therapist is expected to respond with 
empathy and understanding to the narrative they hear, using therapeutic models (like 
those listed above) to develop an approach. Also, they are expected to interpret the 
individual’s life story and listen to their personal myths, which often involve recurring 
themes, such as injustice, courage, or fear. How patients choose to tell their illness stories 
can inform the style of treatment, and therefore narratives are a way for people to order, 
communicate, and control their symptoms. Yet the therapist can never be entirely neutral 
in listening to these stories; they are always influenced by their own interests and 
specialties, and these will affect how they interpret personal narratives (Kleinman 1988). 
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Usually therapy is a reciprocal exchange between two people, who collectively try to 
identify and improve upon the causal factors behind the sufferer’s anxiety. 
This type of therapy – where the patient shares their innermost thoughts and secrets with 
a therapist – has been largely influenced by the theories of Sigmund Freud (1856-1939). 
For example, Freud believed that there was a ‘deep-self’ below the ‘surface-self’ (Lock 
& Nguyen 2018) and that the deep-self could be accessed through psychoanalysis (which 
he created). He believed that this deep self was influenced largely by childhood 
experiences which were then integrated into a person’s personality and lasted into 
adulthood. If these experiences were traumatic, then they might lie hidden in their 
unconscious mind and cause mental health problems during adulthood. Freud’s theories 
have been challenged and criticised by the psychological community. Ultimately, his 
theories about the deep-self are unfalsifiable – there is no way to objectively measure or 
test for the unconscious mind and his sample of patients might not be representative of 
all people (McLeod 2018). However, his influence on therapy is apparent. During 
therapy, people are still encouraged to share their deep selves with the therapist by 
discussing their emotions and secrets (Lock & Nguyen 2018). Lock and Nguyen (2018) 
write that these therapies “cue and train … [people] to turn inwards and draw into 
language a particular form of selfhood” (p.245). Freud’s theories have created a long-
lasting effect on how therapy is conducted (even though some of his theories have faced 
criticism) and have contributed towards the standard therapeutic response to anxiety. 
Although pharmacotherapy and psychotherapy are the dominant means of treating 
anxiety in Euro-American locations, complementary and alternative medicines (CAM) 
to management anxiety exist. Popular CAM treatments for anxiety in Euro-American 
locations include yoga, meditation, and herbal supplements, for example (Anxiety.org 
2016). Van der Watt, Laugharne and Janca (2008) conducted a review of the literature 
about the use of CAM in treating anxiety and depression in Euro-American locations. 
The literature suggested that people with anxiety and depression often use CAM, often 
even more so than conventional therapies. Popular therapies included acupuncture, 
aromatherapy, taking St John’s wort, taking kava, meditating and taking nutritional 
supplements. For treating anxiety, kava has been shown to reduce anxiety, however it 
has negative effects on the liver (hepatotoxicity) which makes it a poor choice of 
medicine. Research on acupuncture – originating from traditional Chinese medicine – 
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seems as though it might also help anxiety. Scientific research surrounding the efficacy 
of aromatherapy and massage, of meditation, and of Mindfulness-Based Stress Reduction 
(MBSR) on treating anxiety is inconclusive though. Ultimately, more research needs to 
be conducted into CAM approaches to anxiety and on a larger scale. Modern biomedical 
perspectives often dismiss CAM approaches as ‘pseudoscientific’, however 
anthropology recognises that these approaches have some value – although there have 
been many debates among social scientists about the role that CAM plays in modern 
societies. People might engage in alternative forms of healing for a wide range of reasons, 
and often one healing practice can lead to exploration in other forms of alternative 
healing. Often these therapies connote ideas relating to exoticism and/or spirituality too. 
Often these CAM approaches mimic certain qualities of biomedical services too, whether 
it’s taking an herbal-remedy pill just as you would take pharmaceutical medicine or 
telling your story to a reiki healer just as you would to a therapist. This demonstrates how 
the different forms of treatment that exist in industrialised societies can often interact and 
exchange ideas and practices, even if their approaches are very different. Prominent 
psychological anthropologist Arthur Kleinman suggested them healing practices ought 
to be categorised not by their knowledge systems but by how their knowledge is 
organised and conveyed, therefore focusing on the relationship between healer and 
patient. He makes a distinction between three sectors: The practitioner (biomedicine), 
folk (local understandings of health and illness) and popular (patient behaviours). 
However, it’s worth noting that forms of healing can move from one sector to another. 
Ultimately, CAM approaches are not always at odds with biomedicine, they exist as a 
medically pluralist society, and people often engage in all three spheres (Sharma 1993). 
Perception of the Self  
When a person is diagnosed with a mental illness such as an anxiety disorder, often their 
perception of themselves changes and this influences their behaviour (Kirmayer, Gomez-
Carrillo and Veissière 2017; Scheper-Hughes & Lock 1987). Ian Hacking (1986) 
described a ‘looping effect’, in which peoples’ behaviours change (often unintentionally) 
as a result of being socially categorised – often to try to still meet societal expectations. 
Their diagnosis can also affect how they perceive and interpret symptoms, and how they 
treat their body (Kirmayer, Gomez-Carrillo and Veissière 2017). This is because the 
experience of emotional or physical pain often has a destructive effect on a person’s 
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lifeworld. Yet this dismantling is often followed by a process of rebuilding, where their 
lifeworld is recreated through a healing process (which often consist of ritualistic 
behaviours) (Scheper-Hughes & Lock 1987). As awareness of mental illness increases in 
many Euro-American countries, more people self-identify with these conditions than 
ever before, and this increased awareness might influence how people experience their 
illnesses (Kirmayer, Gomez-Carrillo and Veissière 2017). However, whether the 
growing dialogue surrounding mental illness is the result of increased awareness or 
increased frequency is uncertain. 
For some people, being diagnosed with a mental illness can be shameful, as they 
internalise the stigma associated with the condition (Yang et al. 2014). Yang et al. (2014) 
conducted a study of Chinese immigrants living with mental illness in psychiatric 
inpatient units in New York City. They found that participants often had internalised the 
stigma associated with mental illness, in addition to their structural vulnerability, lack of 
power, and low social status. They tended to view themselves as socially inferior (p.90), 
which was often attributed to their inability to find work. For these Chinese immigrants, 
working was perceived as a key component of being a ‘person’ (partly due to Chinese 
cultural expectations, partly due to their status as immigrants). This example emphasises 
that the pain of mental illness goes beyond the physical and mental symptoms, often 
extending out into multiple areas of an individual’s life. Often mental illnesses can make 
people feel as though they are unable to meet cultural expectations or standards for 
normality. If a person feels unable to live an idealised ‘normal’ life, they might perceive 
themselves as irregular, disordered and socially unacceptable (Lloyd & Moreau 2011). 
Yang et al.’s (2014) example above has implications for the treatment of some mental 
illnesses. It is important that a person is understood within their cultural context; things 
like social expectations and cultural norms ought to be considered. Sometimes the 
optimal solution to illness might not be pharmaceutical or therapy-based, but instead 
about facilitating inclusive and empowering experiences. Yang et al. (2014) write that, 
for the Chinese immigrants: 
Facilitating capacity to work and participation in ‘what matters most’ 
in the respective cultural context might improve social standing and life 





Often the development of an illness (mental or physical) can cause a person to feel 
betrayed by their own body. They might question why it has happened to them and not 
to others. Where there was previously confidence in one’s own health and normal bodily 
processes, there is now a feeling of mistrust and misery. They might also feel grief for 
their former self and anger towards their body for betraying them by getting ill (Kleinman 
1988). This perceived betrayal can have long-lasting effects for the individual. A key 
point that Lloyd and Moreau (2011) make in Pursuit of a ‘Normal Life’: Mood, Anxiety, 
and Their Disordering is that the symptomatic self is viewed as a disordered self. The 
‘disordered self’ is how people with psychiatric disorders learn to view themselves – a 
self that is determined by their symptoms. Their daily experiences and past behaviour are 
all viewed through the lens of their symptomology. Even during or following treatment, 
self-esteem might have been permanently altered. Lloyd and Moreau (2011) give the 
example of people in their research who had undergone therapy and greatly reduced their 
symptoms of mental illnesses, yet still were a bit socially awkward or mildly nervous. 
Although these low-level traits are common enough to be classed as ‘normal’, the 
interviewees did not find them acceptable and still believed that they were still abnormal, 
wanting to be free of these traits entirely. 
French philosopher of the sixteenth century René Descartes viewed the mind and body 
as separate entities. As a Catholic, this was a way for him to reconcile the increased focus 
on biological science with his theological beliefs; if the mind is separate to the body, then 
it allows for the possibility of a soul that transcends the material world. However, this 
led to a strong focus on the body in biomedical science for centuries to come (Scheper-
Hughes & Lock 1989). According to Scheper-Hughes and Lock (1989), the predominant 
focus on the body in modern biomedicine stems from this Cartesian perspective. 
Consequently, Euro-American medical practitioners often view the human body as 
separate from the human mind and as a machine-like object, distinct from thought and 
emotion (Kleinman 1988; Scheper-Hughes & Lock 1989). While this can seem natural, 
it can be contrasted with perspectives from some non-Euro-American cultures, where the 
body and mind are viewed as one, and as holistically connected to ‘external’ things such 
as the weather, time, environment, or the socio-political climate (Kleinman 1988). Even 
in psychiatry, there has been a tendency to determine whether afflictions are of the body 
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or mind, as though the two things are separate. The issue with this this body-mind 
dichotomy is that it creates a false belief that pain can be either physical or mental, 
biological or psycho-social, but never both or neither. This mind-body dichotomy is not 
the only one that exists in Euro-American cultures though. Other predominant 
dichotomies include nature vs. culture, passion vs. reason, and individual vs. society, 
among others (Scheper-Hughes & Lock 1987). 
Diseases – including mental disorders – cannot be categorised as simply ‘of the mind’ or 
‘of the body’ though, which poses a threat to this Cartesian way of thinking. Diseases 
often have symptoms that exist in each category simultaneously, and the same can be 
said for mental diseases, which might be caused by multiple physical, psychological and 
social factors. For example, some mental disorders can be enhanced by social stressors, 
substance abuse, genetics, and so on. Further, many illnesses that are considered 
‘physical’ are exacerbated by emotional stress. These issues call into question the whole 
idea of the mind-body dichotomy (Cooper 2005). 
This type of dichotomous thinking is not universal (Scheper-Hughes & Lock 1987). In 
Euro-American thought, often the self is viewed as separate from nature. This can be 
contrasted with Buddhist thought (and other Eastern philosophies such as Taoism), which 
views people as being a part of the essence of the entire cosmos that is intrinsic in all 
things. From their perspective, the natural world is a product of the mind, as is everything, 
meaning that all things are ultimately unified and there is no real distinction between 
mind and body (Scheper-Hughes & Lock 1987). Alternatively, in some cultures where 
there is not a strong sense of personhood, illness is also sometimes understood as 
reflective of social dis-ease. For these groups, treatments for illness tend to focus on the 
collective. Often these treatments are shamanic, or involve rituals designed to both cure 
and prevent illness, as is the case in the weekly healing trance-dance rituals of the !Kung 
of Botswana (Scheper-Hughes & Lock 1987). Of these groups, Scheper-Hughes &Lock 
(1987) write: 
In collective healing rituals there is a merging, a communication of 
mind/body, self/other, individual/group that acts in largely non-verbal 
and even pre-reflexive ways to “feel” the sick person back to a state of 




Self-awareness appears to play an important role in experiencing anxiety and other forms 
of illness. This self-awareness does not necessarily mean an insecurity about the self in 
comparison to others (although for many people it can take this form), but rather a sense 
of the individual self as bounded and distinct from other human beings – a concept that 
is often taken-for-granted in Euro-American societies. In these locations, a person’s 
identity is constructed in relation to the existence of others. In fact, this process has been 
labelled ‘individuation’ by psychologists and it is understood in psychiatry as being a 
fundamental part of human development; the child learns to view themselves as unique 
and separate from their family and friends (Scheper-Hughes & Lock 1987). In Euro-
American thought, this ‘self’ tends to be confined to the boundaries of the individual’s 
body. According to Lock & Nguyen (2018), the individual body is perceived as ‘the 
surface self’, while the individual’s inner world is viewed as ‘the deep self’. This ‘deep 
self’ is viewed as the source of all psychological suffering and it is this self that psychiatry 
focuses on. Sigmund Freud was influential in encouraging this perspective with his ideas 
about the unconscious self vs the conscious self (Lock & Nguyen 2018). Even today, 
psychiatry uses ‘technologies of the self’ to address mental health concerns, usually 
through either pharmaceutical means and/or confessional therapies. Yet these therapies 
require the person to have a linear narrative of their illness history, with a consistent sense 
of self throughout the timeline. This self is created through the organisation of memories 
and experiences in a coherent narrative, that is then communicated through language. In 
the rare case that they lack a consistent understanding of their own ‘self’, it is generally 
considered to be the consequence of a psychiatric disorder – schizophrenia, for example 
(Lock & Nguyen 2018). Of course, it is possible that this individuation could be 
potentially detrimental. If people are always understanding themselves as individual 
‘selves’ distinct from others, this could exacerbate feelings of loneliness and isolation 
when going through difficult times and deter them from getting the support that they need 
from others.  
While this conception of the linear and bounded self that can be tracked across time might 
seem correct to us (Lock & Nguyen 2018; Scheper-Hughes & Lock 1987), Scheper-
Hughes & Lock (1987) write  
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We think it reasonable to assume that all humans are endowed with a 
self-consciousness of mind and body, with an internal body image … 
our sense of body self-awareness, of mind/body integration, and of 
being-in-the-world as separate and apart from other human beings … 
While this seems a reasonable assumption, it is important to distinguish 
this universal awareness of the individual body-self from the social 
conception of the individual as a ‘person’, a construct of jural rights 
and moral accountability … [this] is the uniquely Western notion of the 
individual as a quasi-sacred, legal, moral, and psychological entity, 
whose rights are only limited by the rights of other equally autonomous 
individuals 
(p.14) 
Therefore, although most societies are comprised of individuals who are aware of their 
bodies as separate from other people, they do not necessarily view themselves as 
individual ‘people’. For example, in Japan the family is believed to be the most important 
unit of society, more so than the individual body-self. This is indicative of Japan’s social 
relativism, in which the individual is continually behaving within the context of social 
reciprocity. In cultures that are not highly individualistic or person-focused, often illness 
is attributed to social issues such as sorcery, disobedience, or group disharmony 
(Scheper-Hughes & Lock 1987). In addition, alternative forms of medicine to 
biomedicine often do not view the individual body in terms of a linear self (Lock & 
Nguyen 2018). Yet no system is without fault; the downside to the Japanese social-
connectedness is that sometimes they will become so immersed in social obligations that 
they lose the ability to distinguish and act upon their own wants and needs (Scheper-
Hughes & Lock 1987). 
Managed Emotions  
When Hochschild (2012) spoke to students at the University of California, Berkley, in 
1974, she found that: 
… respondents often spoke about acts upon feeling: of trying to fall in 
love or putting a damper on love, of trying to feel grateful, of trying not 
to feel depressed, of checking their anger, of letting themselves feel 
sad. In short, they spoke of managed feelings. 
(Hochschild 2012, p.13) 
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People often restrain or alter their emotions in order to meet social expectations 
(Hochschild 2012; Lloyd & Moreau 2011; Scheper-Hughes & Lock 1987). Arlie Russell 
Hochschild (2012) discussed this in her article Exploring the Managed Heart. She wrote 
about ‘emotional labour’, which is when a person manages their own feelings for the 
sake of public display and the comfort of others. One domain where emotional 
management happens often is the workplace, particularly in customer service type roles. 
In these types of jobs – which are becoming more common due to the growth of the 
customer service sector – the employee is expected to smile and have a pleasant, happy 
demeanour so to convey that the company is welcoming and trustworthy. To succeed in 
such a role, they must have good interpersonal skills. Women are more likely to have 
jobs that require this type of emotional labour, possibly due to their experience managing 
emotions in their private lives. Conversely, some jobs require employees to repress 
emotions such as empathy and kindness, such as debt collectors for example. Although 
different displays of emotion, the examples above both require managed emotions and 
demonstrate how society utilises feelings. 
Yet society doesn’t just use emotions, it also determines what is or is not an acceptable 
form of emotional display (Hochschild 2012; Scheper-Hughes & Lock 1987). As 
Hochschild (2012) eloquently said   
We are brought back to the question of what the social carpets actually 
consists of and what it requires of those who are supposed to keep it 
beautiful.    
(p.9) 
This quote illustrates how people are expected to adhere to social ‘rules’ to ensure the 
harmony of the whole.  These rules apply to displays of emotion too. For example, most 
people know to be polite and friendly at a dinner party, or mournful at a funeral 
(Hochschild 2012). In these instances, “each offers up a feeling as momentary 
contribution to the collective good” (Hochschild 2012, p.18). People are motivated to 
behave in these ways because they are trying to manage their own identities and they 
want acceptance from people around them (Hochschild 2012). Sigmund Freud, the 
founder of psychoanalysis from the 19th Century, claimed that people learn these 
emotional displays through a process of socialization. He believed that most people are 
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stressed because they want to adhere to moral and social order, yet this requires constant 
management of their own natural impulses. From this perspective, the individual and 
society are always opposed, with the individual constantly monitoring their own 
behaviour to meet societal expectations (Scheper-Hughes & Lock 1987). When a person 
is unsure if they can meet these expectations, they might feel anxiety. It is worth noting 
that these societal expectations can extend beyond behaviour to include the body too. 
When the individual body transgresses its social boundaries, be it through ‘inappropriate’ 
emotional display, weight gain, bodily fluids, or excessive adornment (just to name a few 
examples), it can be a stressful and isolating experience for the owner of said body. Yet 
this idea of the self as an individual separate from others – an ‘I’ who is a stream of 
consciousness throughout a life and who is separate from their surroundings – is cultural 
(Scheper-Hughes & Lock 1987), and therefore so are Freud’s ideas about socialization 
and self-regulation. 
A person can also choose to express their authentic emotions, which is still a form of 
emotional management if it is an intentional display of emotion. A person might choose 
to express their authentic emotions in order to communicate their experience to others, 
which could be a strategy for receiving support, persuading others, keeping others away, 
concealing shame, among other things. How people communicate their illness experience 
– which can often consist of subtle verbal and nonverbal expressions – is usually 
determined by both global and local cultures that they exist within (Kleinman 1988) 
Hochschild (2012) speculates that a person who only expresses their authentic emotions, 
refusing to abide by societal rules of emotion management, would struggle in any 
employment that requires customer service (which, as already mentioned, is a growing 
employment sector). The irony of this type of work is that they require people to express 
emotions that appear to be authentic yet do not allow for the expression of genuinely 
authentic emotions. 
Managed emotions are also transactional (Hochschild 2012). Hochschild (2012) 
described the ‘trade’ of emotions between people, comparing it to a process of gift 
exchange. These transactions are governed by ‘feeling rules’, which determine what is 
“owed and owing in the currency of feeling” (Hochschild 2012, p.18). The premise is 
that quality social encounters include mutual giving – in this case by adhering to feeling 
rules. Within a New Zealand cultural context, these feeling rules would likely involve 
48 
 
behaviours that show kindness, empathy, and interest in the other person. Yet, as with all 
transactional encounters, there is always a risk of imbalance in contribution, or fraudulent 
transactions in which people simply pretend to ‘give’ (Hochschild 2012). An example of 
this would be a conversation between two people in which one person dominates the 
conversation and asks no questions, or when a person pretends to be interested and 
listening but is not really. 
People often adopt internal strategies that help them to manage their emotions. This 
process of managing private feelings means participating in a complex personal system 
of emotions, such as trying to stay calm, for example. In this instance, the word trying 
demonstrates the management technique used (Hochschild 2012). There are various 
strategies that people use to manage their emotions privately. For those with chronic 
illnesses (which can include mental illness such as anxiety and depression), common 
strategies involve illusion, deception, denial, and myth-making (Kleinman 1988). 
Hochschild (2012) compared these private acts of emotion with the public and reciprocal 
acts of emotion (as discussed in the paragraph above). Although a distinction is made 
between the private and public acts of emotion, there is sometimes an overlapping and 
connection between the two, or as Hochschild (2012) says: “a transmutation” (p.19). This 
transmutation affects people differently depending on their gender and social status. For 
example, women have historically managed their feelings for the sake of their partners 
as a contribution in exchange for financial support. Even in the modern day, women often 
feel responsible for setting the ‘tone’ in social situations. This experience is not exclusive 
to women, but managed emotions tend to affect women more frequently than men. This 
is particularly true for women of mid-high socioeconomic status (Hochschild 2012). 
Hochschild (2012) claims that emotional management that involves repressing or altering 
one’s true emotions can have negative consequences though. She uses the example of 
emotionality as a service, such as how customer service workers are expected to smile. 
Often these workers are expected to show friendliness and interest in a continuous stream 
of customers, yet this can make it difficult to always be authentic. She describes this as 
potentially problematic because it “estranges workers from their own smiles” (p.5), 
potentially causing them to be disconnected from their true emotions or even learning to 
suppress their authentic emotions entirely. If their performance of authentic emotions is 
not acted well enough, sometimes this translates as insincere to the customer. This creates 
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a lose-lose situation: When the transmutation of private to public feeling is successful, 
they risk sacrificing their own private feelings, while if it is not successful, the display of 
feeling suffers. Often companies will set these ‘feeling rules’ through company policies 
to govern the behaviour of their employees, without regard for the possible negative 
consequences (Hochschild 2012).   
The Practitioner-Patient Relationship  
When a person with anxiety seeks medical help, there is a dialogic relationship between 
the patient and medical practitioner that relies on the assumed authority of the practitioner 
(Jutel 2011). Kleinman (1988) likens this interaction to an interrogation by the 
practitioner to the patient, where they are expected to answer invasive questions 
truthfully. A diagnosis can only be made officially when the person diagnosing has some 
authority. For example, a doctor is 
…set apart from the lay person and from other practitioners, 
confirming the doctor’s great knowledge and status … The ability to 
assign a diagnosis also confers power to medicine and its agent, the 
doctor, as allocator of resources.  
(Jutel 2011, p.7)  
There is, therefore, an imbalanced relationship of power between the patient and the 
medical practitioner. While this is usually unproblematic, it does encourage a 
subservience from the patient towards the medical practitioner. They are expected to be 
a ‘good’ patient and follow the doctor’s orders, even if it is not what they want to do. Yet 
due to the rise of the internet and the increased availability of medical information to the 
layman, the modern dynamics have changed somewhat and now patients and doctors sit 
on a slightly more level playing field. A patient might walk in proposing a diagnosis from 
the get-go, meaning the experience is more of a cooperative encounter than it would have 
been years ago. Who diagnoses who is also indicative of how professions are structured 
concerning each other, as different medical practitioners are responsible for diagnosing 
different disorders. The Diagnosis and Statistical Manual of Mental Disorders, a 
foundational text within the field of psychiatry and now onto its fifth edition, has allowed 
psychiatrists to gain authority over their field and to deter other medical practitioners 
from diagnosing illnesses within their realm (Jutel 2011).  
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Due to their status, the medical practitioner has the power to interpret the patient’s 
experience of suffering using their knowledge (Lock & Nguyen 2018). This is the crux 
of psychotherapy, in which therapists encourage their clients to discuss their inner 
thoughts and feelings. Sigmund Freud, the founder of psychoanalysis, would encourage 
his patients to talk openly about their dreams while he listened carefully. He would then 
interpret what they said by relating it back to his own theories (Lock & Nguyen 2018). 
The relationship between the practitioner and patient has the potential to facilitate 
meaning and connection for the patient, which can then support their healing. If suffering 
is the disintegration of the person (Liggins 2018), then healing is the reintegration and 
rebuilding of the self. 
In therapeutic settings, be it the doctor’s or therapist’s office, the practitioner acts like a 
diagnostic and therapeutic tool to measure the illness experience of the patient. For the 
therapist or general practitioner, often probing questions are used as a biomedical 
technique to extract necessary information that can inform a treatment plan. The truth, 
though, is that the medical practitioner cannot be a completely impartial and objective 
tool, no matter how hard they try, because they are also human beings with their own 
psychologies, biases and assumptions. Freud recognised this eventually, understanding 
that his own interpretations of the patients’ narratives must be considered, and so he 
began to analyse his own reactions in addition to just analysing their stories. The patients’ 
stories also hold the potential to affect the medical worker – in positive or negative ways 
– and this again emphasises the need for self-awareness on their part (Lock & Nguyen 
2018).  
Medical systems are also structured differently in different locations and this can affect 
the individual illness experience (Becker & Kleinman 2013; Lock & Nguyen 2018). 
Becker and Kleinman (2013) discovered that in high-income countries, practitioners 
trained to help with mental illness consist of nurses, medical doctors, social workers, 
psychologists, occupational therapists, and psychiatrists. In upper-middle-income 
countries, there are nurses, medical doctors, psychologists and psychiatrists. In lower-
middle-income countries and low-income countries, there are often only nurses and 
medical doctors. In low- and middle- income countries, over 75% of people with mental 
health disorders do not get treatment. For those that do, the quality of their care is under-
researched and unclear because there is a lack of specialised clinicians who are trained 
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to help. In addition, most locations also have medical pluralism, which is when there are 
multiple types of practitioners operating simultaneously. How medical pluralism is 
constructed depends on the geographical location and its local histories and current 
situations (Lock & Nguyen 2018). These are not necessarily all biomedical practitioners, 
with some services practicing alternative therapies.  
The Social Stigma of Mental Illness  
In many societies, mental illness has an associated stigma that physical illness does not 
(despite scientific theories about mental illness originating in the brain) (Becker & 
Kleinman 2013; Cooper 2005). In Japan, for example, medical practitioners are reluctant 
to diagnose people with mental illnesses and will avoid it as much as possible, because 
they want to “avoid the consequences of permanently labelling such individuals as 
different and damaged” (Lock & Nguyen 2018, p.70). Alternatively, throughout Chinese 
history it was the norm to ask about any familial history of ‘insanity’ before a marriage 
occurred. If there was a history, the marriage would not go ahead. As a result of this 
history, some traditionally-oriented Chinese people – in China and elsewhere – still fear 
mental illnesses (Kleinman 1988). This mind-body dichotomy is indicative of the 
outdated, dualistic style of thinking that biomedicine has gradually begun to move away 
from by recognising that conscious experience is connected to the physical body 
(Scheper-Hughes & Lock 1987). Despite these efforts, unequal perceptions of mental 
and physical health still exist, and this has affected both policy and practice, with mental 
health being marginalised and ignored in comparison to physical health. Those with 
mental illness are often also denied opportunities granted to those who are just 
‘physically’ unwell. This has caused many people with mental illnesses to advocate for 
conditions such as depression and anxiety, among others, to be treated more like a 
physical illness, by attributing them to biological causes (Cooper 2005). This is possibly 
a way to try and validate these conditions, to emphasise the legitimacy of the human 
suffering involved, and to protect them from discrimination. The underlying assumption 
behind the stigmatisation of mental illnesses is that somehow the mind is less valid than 
the body, that it more easily altered and therefore those struggling with mental illness 
must in some part be allowing this to happen to themselves. The reality, of course, is that 
the mind and body are not distinct entities but instead are one, and constantly being 
influenced by the cultural and social landscapes within which they operate. It must be 
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acknowledged though, that there are some ‘physical’ conditions that are highly 
stigmatised too: HIV and AIDs, physical or intellectual disabilities, and sexually 
transmitted infections, to name only a few. Like with mental illnesses, the stigmatisation 
of these physical conditions is largely the result of cultural values, morals and 
assumptions. 
The stigma surrounding mental illness is determined by cultural ideas that are unique to 
the social context (Kleinman 1988; Kleinman & Hall-Clifford 2009). Literary scholar 
Antony Carlton Cooke (2017) argues in his book Moral Panics, Mental Illness Stigma, 
and the Deinstitutionalization Movement in American Popular Culture that cultural ideas 
surrounding mental illness have been influenced by popular culture and the mass media. 
He uses the example of the United States of America, focusing on how the process of 
deinstitutionalisation – particularly the elimination of ‘mental asylums’ in favour of 
‘community care’ treatments – has released more mentally ill people into communities. 
He also acknowledges that the increase in pharmacotherapy has encouraged this. This 
process, he argues, caused cultural paranoia among people about “mentally ill persons’ 
presence in the public sphere” (p.2). Cooke (2017) claims that these fears have been 
exacerbated by popular and recurrent depictions of mental illness in American popular 
culture: 
It is not too hard to find these components reconfigured and 
redistributed in various transgressive cultural figures: the comic book 
villain, the Joker; Dr. Emmett Brown from the film Back to the Future; 
the folk myths of the Wildman; derogatory tropes of the African 
American “coon” and “Uncle Tom”; the “crazy mom,” the “hysterical 
woman”; the “flaming queen”, the “used-car salesman”; the 
“sleazeball”; the “mad scientist;” and the “sexual psychopath” or 
“serial murderer.” 
(p.4-5) 
It is worth noting here how much American popular culture is present in New Zealand; 
American shows, films, and music dominate the cultural landscape and so it is safe to 
assume that these tropes might have also influenced public perceptions of mental illness 
here too. Similarly, New Zealand has also followed suit with the processes of 
deinstitutionalisation, increased community-based support, and increased 
pharmacotherapy for mentally ill people. These perceptions of mental illness mean that 
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when a person has a disease, and this is known by others in their community, the person 
becomes enmeshed in a web of meanings attributed to the disease (Kleinman 1988). 
Kleinman (1988) refers to this as an ‘exoskeleton’ and writes:  
That exoskeleton is the carapace of culturally marked illness, a 
dominant societal symbol that, once applied to a person, spoils 
radically that individual’s identity and is not easily removed.  
(p.22) 
Erving Goffman was the first to attempt to describe stigma in the 1960s. He believed that 
stigma is a process involving the social construction of identity. Those with a stigmatised 
condition transform from 'normal' to 'discredited' social status. This stigma then becomes 
internalised and shapes a person's behaviour. Anthropologists have also attempted to 
understand stigma. They have speculated that stigma is embedded in moral experience. 
For example, the stigmatised person has a moral status, determined by their local world's 
social obligations or norms. When stigmatised, people cannot meet these requirements 
and so they begin to lose things that add value to their lives, such as relationships, wealth 
and opportunities. They also emphasise that stigma is always unique to social contexts 
(Kleinman and Hall-Clifford 2009) Kleinman and Hall-Clifford (2009) argue that local 
value systems should be explored using ethnographic methods, involving observation 
combined with in-depth interviews. They also claim that legislation against stigma is 
insufficient in manifesting social change but recognise that the stigma of certain 
conditions and behaviours can change over time, using the examples of increased 
stigmatisation of smoking and a partial destigmatisation of depression. Ultimately 
though, they argue that stigma needs to be understood better before it can be eliminated. 
Although there are similarities across cultures, such as the United States and New 
Zealand, stigma always expresses itself uniquely in local contexts. To understand stigma, 
you need to fully understand what creates it within a specific culture (Kleinman & Hall-
Clifford 2009). It must be noted as well that multiple cultures coexist within a 
geographical location, and perceptions of stigma are likely to overlap and vary within 
these locations.  
Yang et al. (2014) also contend that stigma and shame can occur when people are unable 
to meet cultural expectations. In their research, they spoke to Chinese immigrants 
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struggling with mental illness who were living in New York City and they found that 
they were most ashamed when they were unable to work. This was their greatest priority 
because working and supporting a family was viewed as highly important in their culture 
– it was a means of both surviving and getting social acceptance. Without this, they faced 
discrimination from their communities and family members, and saw the lack of 
employment as a ‘social death’ (p.90).  The study is an example of how stigma relating 
to mental illness is shaped by perceptions of ‘what matters most’ in a cultural context, 
which in this instance is the Chinese immigrants’ ability to work. It is also a reminder of 
how much stigma is internalised by those who are suffering. Finally, it suggests that the 
treatment of mental illness should consider the person’s ability to meet societal and 
personal expectations about ‘what matters most’ in their cultural context (Yang et al. 
2014).  
Structural discrimination can also impact people living with mental illness. This is when 
social institutions disadvantage certain groups of people (Yang et al. 2014). For example, 
for the Chinese immigrants living in New York City psychiatric inpatient units that Yang 
et al. (2014) interviewed, many felt discriminated by the hospital staff for being 
immigrants and therefore a ‘burden’. Their statuses as either undocumented or new 
immigrants, combined with their high levels of socioeconomic deprivation, meant that 
they had limited access to mental health services (p.90). Ultimately, how stigma is 
experienced within local settings depends on structural conditions, but it also influences 
those structural conditions too (Yang et al. 2014).  
The Embodied World  
In Euro-American biomedicines, a clear distinction is usually made between the human 
body and the society within which it operates. In most high-income and developed 
countries, modern biomedicines tend not to perceive the human body as linked to wider 
sociological or cultural factors. This can be contrasted with more traditional forms of 
healing that do not locate illnesses in the body but rather attribute them to the external 
world and even the cosmos (Scheper-Hughes & Lock 1987). In many studies among 
indigenous populations, it is generally understood that "the origins of disease are located 
largely outside the human body and make reference to human social relations, the 
environment, and the spiritual or cosmic order" (Lock & Nguyen 2018, p.54). Scheper-
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Hughes & Lock (1987) speculate that this body-society disconnection in modern 
societies could be disempowering for individuals and could potentially cause problems 
of bodily alienation, such as schizophrenia, anorexia and addiction, and a general feeling 
of powerlessness. They experience a feeling of disembodiment and “the loss of the sense 
of bodily integrity, of wholeness, of continuity and relatedness to the rest of the natural 
and social world…” (Scheper-Hughes & Lock 1987, p.22). They further speculate that 
the mind-body dichotomy and body self-alienation is a result of the capitalist division of 
labour, in which the body’s natural cycles become subjugated to the time cycles governed 
by work and industrialization (Scheper-Hughes & Lock 1987). Yet if external 
environments can be embodied by the individual, this also means that places have the 
power to help people if they are safe and healing spaces. They could be places that heal 
over long periods of time, or places that provide just a temporary respite for hours or days 
(Liggins 2018).  
In reality, social, cultural and political conditions can affect human bodies (Becker & 
Kleinman 2013; Lock & Nguyen 2018; Scheper-Hughes & Lock 1987; Taussig 1992) In 
2013, mental health disorders were a larger global economic burden that diabetes (Becker 
& Kleinman 2013), cardiovascular diseases, chronic respiratory diseases, or cancer. 
Major depressive disorder was the second leading cause of early death globally. Anxiety 
disorders, drug and alcohol addiction, schizophrenia and bipolar disorder were all in the 
top 20 causes of death. Despite their global prominence and economic footprint, in 2013 
there was still a lack of global investment and resources put into mental health care, 
which was contributing towards the lack of adequate care for those that were suffering 
(Becker & Kleinman 2013).  
Yet sometimes the effect of culture, politics and society is more subtle. In his book The 
Nervous System, Australian anthropologist Michael Taussig (1992) argues that we all 
live in a state of emergency and that we have become accustomed to a feeling of terror 
that pervades society, but that we also fall into panic and disorientation as soon as their 
‘normal’ state is shaken by an event. He claims that modern societies operate by 
encouraging low-level paranoia and mistrust of everyone. People operate within an 
individualised social structure, in which violence occurs unexpectedly. Despite this 
panic, terror-inducing experiences have been normalised due to their frequent 
representation in the media. He writes: 
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… Suddenly an unanticipated event occurs, perhaps a dramatic or 
poignant or ugly one, and the normality of the abnormal is shown for 
what it is. Then it passes away, terror as usual, in a staggering of 
position that lends itself to survival as well as despair and macabre 
humour. 
(p.18) 
Of course, this may not be as true in New Zealand, where the population size is much 
smaller, as it is in other countries. Another example of the embodiment of the social 
world was suggested by Littlewood and Lipsedge (1987) in reference to agoraphobia; 
they believed that the symptom of houseboundedness could sometimes demonstrate a 
woman’s ambivalence about the choice between being a working woman or a housewife 
(Kleinman 1988). Violent events are more likely to leave a lasting impression on the 
memories of citizens. However, people still consume large amounts of violent 
entertainment through the media and read horrific news stories that they have become 
desensitised to, which could contribute to a low-level paranoia. Lock and Nguyen (2018) 
also emphasise that, although a dichotomy often exists between ‘biological’ bodies and 
‘social’ bodies – a result of Enlightenment thinking – medical knowledge and practice 
is, in fact, “deeply social” (p.52). Medical knowledge and practice always exist in relation 
to culture, society and politics. Even biomedicine always operates within a certain 
sociocultural context (Lock and Nguyen 2018). 
According to Scheper-Hughes and Lock (1987), the individual body also embodies and 
represents aspects of the society within which it operates and can be used as a “map to 
represent other natural, supernatural, social, and even spatial relations” (p.19). A person 
can symbolise cultural and social ideologies through their health-related behaviour. 
Scheper-Hughes and Lock use the example of the Xavante – the indigenous people of 
Brazil – to prove their point. The Xavante operate within patrilineal societies, meaning 
descendance is traced through the paternal line. This cultural ideology is embedded in 
the reproductive female body; it is believed that the father creates the embryo during 
sexual intercourse, while the mother is simply passive and receptive. Following 
impregnation, the father must continue to ‘create’ the child through sexual intercourse 
into the fifth month of the woman’s pregnancy, as it is only in the fifth month that the 
baby becomes ‘complete’. Scheper-Hughes and Lock (1987) also suggest that in 
industrialised countries human bodies are viewed like machines – a perspective that 
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reflects the societal focus on the industrial production of commodities. They claim that 
this perspective is demonstrated by the words used to describe human bodies in these 
locations, which are often machine-like, such as ‘turned off’, ‘energised’, and ‘run 
down’. It is interesting that these bodies are described like machines when they often do 
behave like tools in the production of commodities (Scheper-Hughes & Lock 1987). 
Scheper-Hughes & Lock (1987) argue: 
One thinks today not of the brutality of huge grinding gears and wheels, 
but rather of the sterile silence and sanitized pollution of the 
microelectronics industries to which the nimble figures, strained eyes, 
and docile bodies of a new, largely female and Asian labour force are 
now melded.  
(Scheper-Hughes & Lock 1987, p.23) 
The human body can also be reflected metaphorically in the structure of a society 
(Scheper-Hughes & Lock 1987; Taussig 1992). Scheper-Hughes & Lock (1987) use the 
example of the Qollahuaya-Andean Indians who live at the base of Mt. Kaata in Bolivia 
to demonstrate how the human body can be used to determine spatial layouts and local 
geographies. They view the mountain as a human body, comprised of different bodily 
‘parts’, and believe that it must be fed blood and fat to keep it well. For these people, 
they view sickness as being causes by disconnection from the natural environment. They 
are connected to the mountain; They mountain looks after their health, and therefore they 
must look after the health of the mountain (Scheper-Hughes & Lock 1987). The human 
body metaphor can inform societal structure too though, not just geographical layout. 
Michael Taussig (1992) theorises that geographical states (and their socio-political 
systems) can be anxiety-inducing, referring to them as ‘nervous systems’. In the 
introductory chapter of his book, he uses the biological ‘nervous system’, located in the 
body, as a metaphor. The biological nervous system is controlled by the brain; there is 
the forebrain, which hangs “over the landscape, like the mushroom-shaped cloud of 
civilized consciousness” (p.2), and then the mid-brain, which controls smell, memory, 
and autonomic nervous system functions. From the brain, “branches, synapses, and 
ganglia” (p.2) extend down the spinal column, forming a complex system that ultimately 
reaches the tissues and cells of the body. It is a system of “control, hierarchy, and 
intelligence” (p.2) based on nervousness, much like the socio-political states in which we 
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live. Within these states, terror is passed “from mouth to mouth across a nation, from 
















Chapter Three: Methodology and 
Methods  
My intention in this research was to listen to personal stories from students who identify 
with ‘having anxiety’ and to situate their experiences within a broader context of 
anthropological theory. To do this required a knowledge of ethnographic methodology, 
so I used literature by Huon Wardle and Paloma Gay y Blasco (2007) and Tamar Diana 
Wilson (2001) to build my understanding. I was also aware that anxiety can be an 
overwhelming sensory experience. Therefore, it made sense to take a phenomenological 
approach that could accurately depict the sensory experience of the students who I 
interviewed. I learned more about this from the works of Thomas Porcello et al. (2010) 
and Karen Nakamura (2013).  
I collected my data using interviews, which were semi-structured and conversational 
rather than formal. My focus in these interviews was to listen to the participants’ 
experiences of ‘having anxiety’ – or in the case of the counselling psychologist, her 
experiences helping anxious students.  These interviews were recorded, then transcribed, 
then organised using a coding process.  
The Research Design  
Ethnography is the foundation of anthropological research. According to Wardle and Gay 
y Blasco (2007), ethnographic research should ask what it means to be human and 
attempt to answer this question by interpreting experiences using anthropological ideas. 
The ethnographic process involves the participant discussing their lived experience, then 
the ethnographer translating this into narrative text and, eventually, ethnographic 
argument. Although there are different styles of narrative text, the narrative itself is the 
foundation of all ethnographic writing (Wardle & Gay y Blasco 2007; Madden 2010). 
Once they have observed the lived experience of the participant(s), the ethnographer then 
tries to understand the context surrounding their narrative, beliefs and behaviours. 
Human life is built around relationships and interactions, and therefore focusing on these 
aspects can help to achieve this. These relationships are often between people, but they 
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can also be between more abstract entities, such as concepts, organisations, and political 
bodies. By examining these relationships, the researcher can learn more about the wider 
social and cultural dynamics of the location within which they conducted ethnography 
(Wardle & Gay y Blasco 2007). 
In this ethnographic research, my objective was to listen to the lived experiences of 
undergraduate students at the University of Otago who identified themselves as ‘having 
anxiety’. This meant conducting interviews with six students and one counsellor, with 
the intention of translating their experiences into an interpretation of what it means to be 
an anxious student at the University of Otago. To conduct these interviews well, I had to 
let the interviewees speak for themselves. While I recorded their accounts and would 
occasionally prompt with questions, what they chose to disclose or considered relevant 
was of their own choosing. I had to put aside my own personal objectives in this research 
and any immediate analysis of their situations to just listen and observe, knowing that I 
would be able to explore more conceptual ideas later in the ethnographic process. The 
objective of the ethnographer should be to keep their own voice quiet as much as possible 
and allow the voices of participants to speak for themselves (Nakamura 2013). 
Setting and Participants 
Statistics published on the University of Otago’s website claim that in 2018 there was a 
total of 18,840 full-time students enrolled at the university. Of these students, 16,970 
were domestic and 1,602 were international. 14,677 of these were doing Bachelor’s 
degrees. Of the total amount of students enrolled in 2018, 12,588 were female, 8,519 
were male, and one identified as gender diverse. 71.4% of the students enrolled were 
European/Pākehā, 20.5% were Asian, 9.9% were Māori, 4.7% were Pacific Islanders, 
3.6% were Middle Eastern, Latin American or African, and 3.7% were listed as 
‘Other/Unknown’. The largest proportion of students were originally from the North 
Island (8,946), followed by the remainder of the South Island (3,796), overseas (3,482), 
Dunedin (2,999), and Otago/Southland (1,858), with 27 listed as ‘unknown’ (University 
of Otago 2019b).  
The six students who partook in this research self-identified as ‘having anxiety’ and 
reached out to me after seeing a poster advertising the project around campus. The 
limitations of this small sample size meant that not all demographics of students were 
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represented. Two of the students identified as male, while four identified as female. I did 
not ask them about which ethnicity they identified with, although all students spoke 
English as their first language. Many of them had lived in multiple locations during their 
lifetimes, including locations in the North Island, South Island and the United Kingdom. 
Due to the small sample size, it must be emphasised that their experiences do not 
represent the overall experiences of all University of Otago students, which can be shaped 
by various contextual factors such as ethnic identity and gender identity, among other 
demographic indicators.  
I must also mention that I got my Bachelor of Arts, Postgraduate Diploma of Arts and 
am currently completing my Master of Arts all at the University of Otago, which shaped 
my understanding of the university environment. This pre-existing knowledge helped me 
to formulate questions, however I was careful to remain reflexive of my own positionality 
as a former University of Otago undergraduate student. 
The Interviews 
Interviews are a prominent technique within the field of psychological anthropology 
(Pelto 1967) and Raymond Madden (2010) claims that interviewing is “one of the most 
important ways of knowing others” (p.67). For this reason, they were my primary tool of 
data collection. I conducted seven interviews, which lasted between thirty and ninety 
minutes long each. Each interview with the students took place at a Dunedin café of the 
participant’s choosing, including St David’s Café, Aika + Co, Market Kitchen, Oaken 
and Modak’s Espresso. In these locations, I asked the participants to choose where they 
wanted to sit, to ensure they felt comfortable in talking about personal topics. Some 
students chose to sit outside, which allowed for more privacy and better-quality 
recordings that were uninterrupted by the noise of the café. I also interviewed a 
counselling psychologist in her own office in Central Dunedin. Conducting the interview 
in her office was an insightful and immersive experience, that allowed me to experience 
an environment that was relevant to some of the narratives I heard in the interviews.  
The student participants all contacted me via email after seeing posters that had been put 
up around campus. These posters were put in various locations, including outside lecture 
halls, the Central Library, and communal areas. I had pre-existing knowledge of the 
counselling psychologist I interviewed, and I reached out to her. Upon contacting me, I 
62 
 
responded to the participants and arranged interview times and locations all by email. 
The interviews were recorded using my phone and later transcribed using my own 
computer.  
All of the seven interviews were semi-structured. Although I had pre-prepared questions 
that I occasionally used to guide the conversation, I was reluctant to guide them too much. 
It was important to me that their narrative of ‘having anxiety’ was expressed in a way 
that was authentic to them, not based on my pre-conceived expectations of what topics 
would be discussed, and that the conversation seemed ‘natural’. The questions I had 
written were based on themes from the pre-existing research on the topic of anxiety and 
anthropological theory, however often the interviewees did not relate to these themes 
much, if at all. On occasion they would veer into topics that I had not anticipated, but I 
allowed them to keep talking. For example, I had not anticipated that Jacob would begin 
talking about how using cannabis helped his anxiety, but when he brought up, I allowed 
him to guide the conversation in a new direction: 
Jacob: If I get picked up for [using cannabis], that doesn’t impact me. 
But my partner, in the line of work she’s in, if there’s any sort of loose 
connections to illicit goings on that could jeopardise the rest of her 
career. She’s about to graduate with a PhD. Don’t want to jeopardise 
any of that because that’s been a long, hard-fought process for her and, 
yeah, [if it was legalised] it would just mean that there isn’t the risk of 
people who have done nothing wrong getting penalised.  
Me: Yeah, totally. It’s ridiculous isn’t it, really?  
Jacob: Yeah, it’s pretty backwards. But also, I understand. I was 
smoking too much, too young and, you know, shit, I dropped out of 
high school because of it because I just didn’t care. It made me not care 
and be okay with not caring. … I was fine with that complacency, so I 
dropped out of high school and I mean, shit, it took me a decade to get 
into university. [Laughs] 
Me: [Laughs] You did it though! 
Jacob: I did it but, yeah, it should be regulated! Like anything with the 
potential to – much in the same way that alcohol is, I think. Maybe 
stricter for – alcohol should be stricter.  
(Interview with Jacob, 24th September 2019) 
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This conversation with Jacob provided me with insight into his political stance on the use 
of marijuana. It also helped us to develop a greater rapport by recognising that we share 
a similar stance on a political issue, which facilitated deeper conversation into the topic 
of anxiety. Although an interview is intentional and instrumental, Madden (2010) claims 
that it “still relies on many conversational norms and patterns to help it flow and be 
productive” (p.69).  
Phenomenology  
For this research project I chose to adopt a phenomenological approach. This involves 
focusing on the multisensory experience of participants and myself as the ethnographer, 
in order to acquire knowledge. Anthropologists use a phenomenological framework 
because they believe that sensory experiences and their interpretations are always 
culturally embedded and socially constructed. The senses are always interacting with the 
material, social and spiritual worlds in which people exist, and therefore sensory 
experience is always also cultural experience (Porcello et al. 2010). Ideally, 
phenomenological ethnography should strive to uncover what cannot be simply be 
described in words (Nakamura 2013).  
When using a multisensory approach to ethnographic research, anthropologists should 
attempt to gather information using all of their senses (Porcello et al. 2010; Nakamura 
2013). Nakamura (2013) emphasises the importance of multisensory experience, writing: 
… Not only are our senses capable of conveying much more 
information than we are normally aware but also that the sensory 
information rarely acts alone. Synaesthesia is a part of all of our 
existence: smells trigger the sense of touch, sights can trigger sounds, 
and sounds can trigger sense of touch. 
(p.134-135) 
In Euro-American societies, there is a bias towards sight as the dominant sense, 
something that is referred to as ‘ocularcentrism’ (Porcello et al. 2010). Porcello et al. 
(2010) emphasise that our human senses are highly integrated with each other, they are 
not separate. Therefore, anthropologists should not just rely on observation or listening, 
but should also engage their other senses. Each interview I conducted was a multisensory 
experience whereby the interview took place in amongst sounds, smells, sights, tastes 
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and physical sensations. During my interview with David, where we were sitting outside 
at a Café, there was a sudden gust of wind, which caused our conversation to derail as 
we questioned whether to move indoors instead. The participants and I also drank coffee 
or ate sweet treats as we spoke, enmeshing various tastes into the interview experience, 
which was often a comforting experience while talking about serious topics. 
Adopting a phenomenological approach to ethnography can also facilitate a deeper 
understanding of the lived experience of those being studied. The anthropological 
concept of the ‘sensorium’ is useful in facilitating this understanding in a way that goes 
beyond the bodily senses. Porcello et al. (2010) use the term ‘sensorium’ to describe how 
multisensory experience allows for an understanding of the world beyond labels, 
language, and interpretation. The ‘sensorium’ bridges the gap between body and mind, 
thoughts and feelings, seeing them all as interconnected. Anthropologist David Howes 
saw the ‘sensorium’ as “the most fundamental domain of cultural expression, the medium 
through which all of the values and practices of society are enacted” (Porcello et al. 2010, 
p.53). It can be a way to understand people’s experiences of suffering and struggle. 
Interviews are always multisensory experiences (Pink 2009). Sarah Pink (2009) claims 
that the interview is: 
… A process through which we might learn (in multiple ways) how 
research participants represent and categorise their experiences, values, 
moralities, and other people and things (and more) … 
(p.81) 
Although I was listening to the stories of participants, I was also engaging all of my 
senses to interpret their experiences. For example, during one of the interviews a 
participant became upset and I recognised this by noticing that their eyes were beginning 
to water. This visual assessment prompted me to ask if they would like to stop the 
recording, which they chose to do before commencing when they felt more at ease. This 
observation not only helped me to assess their level of comfort but to recognise the 
significance of meaning placed on what she was telling me at the time. Recognising that 
the topic she was talking about at that time (family) had a powerful emotional affect on 
her, encouraged me to reflect on socio-cultural values relating to family, in order to 
situate her phenomenological experience in context. Of course, it is necessary to 
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remember that the interviews can never be entirely objective because both the interviewer 
and the interviewee operate from within their own life-worlds which shape their 
interpretation of the experience.  As the interviewer, we can never completely know the 
lifeworld of the interviewee but engaging our senses can help us to form a deeper 
understanding (Pink 2009).  
Aside from the phenomenological experience of the interviews, the anthropologist is also 
tasked with conveying the sensory experiences of the people they research. 
Contemporary forms of multisensory ethnography attempt to understand the sensory 
experience as it relates to anthropological areas of interest, such as the body, politics, 
sexuality, discipline, surveillance, and so on (Porcello et al. 2010). The anthropologist 
must then decide how to represent these experiences. Often there are limitations placed 
on the anthropologist – perhaps they are limited to certain mediums such as writing or 
film. In this instance, I am limited in how I can express my experiences and the 
experiences of participants by the regulations of writing a thesis, such as a word count, 
media type, and time restrictions.  
Assemblage Theory 
I first learned about assemblage theory by reading Price-Robertson, Manderson and 
Duff’s (2017) article Mental Ill Health, Recovery and the Family Assemblage, in which 
they explore the concept of the ‘family assemblage’ in mental health recovery. The theory 
resonated with me, particularly the idea of its usage to combat “the individualism and 
anthropocentrism of existing accounts of recovery” (p.6). I felt inspired to use it in my 
research into mental health. 
Assemblage theory was developed by philosopher Gilles Deleuze and psychoanalyst 
Félix Guattari. Following its creation by Deleuze and Guattari, Mexican American 
philosopher Manuel DeLanda has been its main proponent (Felluga 2005; DeLanda 
2016). Assemblage theory asserts that social and cultural phenomena are comprised of 
independent things, which have assembled over time through various processes (Felluga 
2005; DeLanda 2016). These phenomena – which can exist on either a micro or macro 
level (Felluga 2005) – are big assemblages of smaller components. They are a cluster of 
things that also exist independently from the cluster, and these things interact with each 
other in different ways. Ultimately, the larger assemblage only exists because of the 
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synergy between the things that make it up. The things in the assemblage do not depend 
on what they are descended from but on their cooperation with other things (DeLanda 
2016). DeLanda describes an assemblage as “an ensemble of parts that mesh together 
well” (DeLanda 2016, p.1). Importantly, these parts are also smaller assemblages 
themselves, “equipped with their own parameters, so that at all times we are dealing with 
assemblages of assemblages” (DeLanda 2016, p.3).  
Assemblages are created by processes that bring things towards a centre – processes such 
as territorialisation and coding. Yet just as processes bring things together to form 
assemblages, processes can destabilise and destroy assemblages too by bringing things 
away from a centre – processes such as deterritorialization and decoding. Consequently, 
the potential for these destabilising processes to occur means that assemblages are always 
insecure and at risk of collapse and destabilisation (Felluga 2015).  
The things that make up the assemblage establish relations with each other (Felluga, 
2005; DeLanda, 2016). DeLanda (2016) writes: 
… the parts that are fitted together are not uniform either in nature or 
in origin, and the assemblage actively links these parts together by 
establishing relations between them. 
(p.2) 
Two types of relationships can exist between parts of the assemblage (which we know 
are themselves comprised of smaller assemblages, and so on): Relationships of interiority 
or exteriority. Relationships of interiority are those relationships that are intrinsic or filial. 
The relations between parts is constituted by descent and subsequently decides the terms 
on which parts interact. An example would be the relationship between mother-son 
within the assemblage of a household. In social (and biological) assemblages, intrinsic 
relationships exist because they are coded. In contrast, relationships of exteriority are 
those that are extrinsic or based on alliance. Exterior relationships connect parts but do 
not constitute them. An example of this would be husband-wife within the assemblage 
of a household. Most relations that exist are relationships of exteriority. Two factors must 
be emphasised. Firstly, these relationships do not only exist between people, as we might 
traditionally conceive of relationships. They can also exist between places, items, social 
bodies, ideologies, political groups, and so on. Secondly, the relationships are not 
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spatially determined. Rather, the type of relationship depends on the type of interaction. 
Deleuze used the ecological process of symbiosis as a metaphor for how the parts of 
assemblages interact (DeLanda 2016). The symbiotic process involves heterogenous 
species interacting in an extrinsic way. The relationship does not “define the very identity 
of the symbionts” (DeLanda 2016, p.3). According to Felluga (2005), by perceiving 
social phenomena as assemblages, we can understand that the relationships between 
components exist purely because of chance. They are “a historical result of their close 
evolution” (p.21). He completely dismisses the idea that a finished product has a 
‘defining essence’ that makes it what it is (Felluga, 2005, p.21). 
It helps to understand assemblage theory by considering different examples of 
assemblages. DeLanda (2016) effectively uses the example of an army as an assemblage. 
He contemplates early nomadic armies, consisting of parts such as horses, warriors, and 
bows, all of which were interacting parts that together constituted the nomadic army 
assemblage. Then, take the bows. They are assemblages, each bow an assemblage of “a 
flexible arc, a string, and a projectile” (DeLanda 2016, p.4). Later came the armies of the 
Second World War, with their assemblages of platoons, and they assemblages of soldiers, 
rifles, radios, and so on (DeLanda 2016). Even in the modern day, a military is comprised 
of people, weapons and machines, all of which work together within the military 
assemblage. Of this type of assemblage, DeLanda (2016) writes: 
… Commands create the bonds that fit them together: after being 
commanded to do something a subordinate is held responsible for the 
fulfilment of the command and punished for disobeying it.  
(p.3) 
Many social assemblages operate in this manner: through “enforceable obligations” 
(DeLanda 2016, p.4), example of which include organisations, cities and countries 
(DeLanda 2016). DeLanda (2016) discusses how these social obligations are enforced 
through language, using the example of a community. He writes: 
A tightly knit community, for example, is an ensemble of bodies (not 
only the biological bodies of the neighbours, but also the architectural 
bodies of their houses, churches, pubs, and so on) in which the fitting 
together is performed by linguistic acts that create social obligations 
among the neighbours. A promise between community members must 
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be kept, else the reputation of the member breaking it will suffer, and 
he or she may be punished with ostracism. 
(DeLanda, 2016, p.4) 
Finally, ideologies can also be assemblages. DeLanda (2016) uses the example of 
scientific fields of study, which are all assemblages of laboratories, researchers, 
techniques and instruments that all work together. 
Focusing on assemblages can be useful within anthropological research as it 
acknowledges the complex and interconnected existence of increasingly globalised 
places and people. Stephen J. Collier and Aihwa Ong co-wrote the book Global 
Assemblages (2008), which examines the ways in which social, cultural and economic 
lives are being increasingly influenced by new types of spatial configurations that are 
difficult to analyse. Examples of these assemblages include “technoscience, circuits of 
licit and illicit exchange, systems of administration or governance, and regimes of ethics 
or values” (p.4). These global assemblages consist of different parts, and these parts have 
unique relationships, and they can be material, collective, and they are always changing. 
In addition, these assemblages often raise important anthropological questions based 
around values, ethics, politics, technology, and so on (Collier & Ong 2008). Focusing on 
assemblages also allows the anthropologist to contemplate and better understand the 
relationships between micro and macro social phenomena (Felluga 2015). 
I chose to research assemblage theory to better understand the lived experience of ‘having 
anxiety’ for undergraduate students at University of Otago. When ‘having anxiety’ is 
viewed from this perspective, as an assemblage, it is obvious that it is so much more than 
a biomedical disorder. The illness experience is comprised of many smaller assemblages 
operating both of micro- and macro-levels. The experience is not isolated within the body 
and mind of the individual, but it is enmeshed within the fabric of society. The experience 
of the individual cannot be separated from the broader context, as the individual is 
constantly in relationship with an infinite amount of other ‘things’.  
Analysis  
After collecting my data from the interviews, I transcribed the audio recordings on my 
computer. Then I coded the transcripts for significant themes so that I could form an 
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analysis. First, I researched the coding process using works by Corbin and Strauss (2008) 
and Hammersley and Atkinson (2007) and used their insights to guide my process. From 
Corbin and Strauss (2008) I learned about ‘open coding’, which involves rereading the 
transcripts with an open mind and brainstorming conceptual ideas as you do so. They 
emphasise the need to listen to what the interviewees are saying, putting aside any 
preconceived ideas. This process required reflexivity on my part, forcing me to constantly 
ask myself whether I was being open-minded or biased. Hammersley and Atkinson 
(2007) stress that there is not a set formula for ethnographic analysis, but rather that it is 
an intuitive process that requires both time and creative imagination on the part of the 
anthropologist. Successful analysis does not rely on pre-existing theory but involves the 
ethnographer uncovering ideas for themselves. It was this process that allowed me to 
identify themes such as awareness of the anxious self and personal strategies for anxiety 
management, among others. 
Ethical Considerations 
There was a range of ethical factors that I needed to consider before commencing my 
research. Before I could begin my research, I had to get ethical approval from the 
University of Otago’s Ethics Committee. Once this was approved (18/162), there were 
other ethical and moral components to consider before beginning my research.  
The topic of mental health is a sensitive one, highly emotional and often difficult to talk 
about. Knowing this, it was extremely important to me that the wellbeing of participants 
was of the utmost importance throughout the whole process. Before beginning the 
interviews, I did some research and prepared a list of mental health support available for 
students in Dunedin, because I wanted to offer this to any students who felt like they 
needed support. One participant took up this offer and I sent it through to her about an 
hour after our interview had finished. Before beginning the interviews, I provided each 
interviewee with an information sheet explaining what my research was about, what was 
required of them, what would happen with the data and their rights. I informed all 
participants of their rights to stop the interview at any point, their right to use a 
pseudonym if they choose (which ‘Donna’ and ‘Laszlo’ chose to do), and their right to 
withdraw from the research project at any stage. They then were given consent forms to 
sign, to demonstrate that their participation was voluntary. 
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The anthropologist must be reflexive if they are to fairly represent the lived experiences 
of participants. Being reflexive involves being aware of one’s assumptions, privilege and 
biases, and also of how their presence in the field of research might affect the results 
(Wilson 2001). It requires an understanding that people can never completely escape their 
own social and cultural conditioning (Porcello et al. 2010), and therefore ethnographies 
can never be completely objective. The relationship between the ethnographer and the 
participants also inherently has a power dynamic (Wilson 2001), in which the 
ethnographer has an authoritative voice (Wardle & Gay y Blasco 2007). Therefore, the 
ethnographer must remain cautious that their work is not exploitative or artificially 
constructed (Wilson 2001). I was also careful to be self-aware and reflexive throughout 
my research. I recognise that the results outlined in the following chapters are not 
objective, but are the product of my interpretation, which has been shaped by my own 
social and cultural conditioning. What is interpreted by me, as a New Zealand European, 
employed, educated, cisgender female in her late twenties, might not reflect the 
interpretations of people from other socio-cultural positionings. 
It is also essential for the ethnographer to remember that people are not fixed entities, but 
that they are under constant construction, always vulnerable to change. This is especially 
important to consider when a researcher is immersed in the field, where a person might 
alter themselves (intentionally or not) due to the experience of being observed. Finally, 
the anthropologist must also acknowledge that their research will always be an 
incomplete representation. This is not only because the ethnographer can never escape 
their cultural conditioning, but also because no people or places are ever contained or 
fixed; they are always embedded within broader complex systems (Wilson 2001). Wardle 
and Gay y Blasco (2007) write: 
Because ethnographic writing involves a reshaping of experience in 
order to address anthropological conversations, all ethnographers need 
to consider the gap between the text and the lived reality that they try 
to explain. There is a tension between the chaos and diversity of 
experience and the transcription of that experience in a text, between 
life and analysis that every author must deal with. 
(Wardle & Gay y Blasco, 2007, p.9) 
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With these ethical considerations in mind, I now turn to Chapter Four to discuss the 




















Chapter Four: Results and Analysis  
This chapter explores the themes that emerged from the interviews with six students and 
one counselling psychologist. Together, these themes build an understanding of what it 
is like to identify with ‘having anxiety’ as an undergraduate student at the University of 
Otago – although this experience is varied, subjective and unique to the individual (as 
this chapter will demonstrate). The results have been organised into two main themes, 
which consist of smaller sub-themes (a diagram of themes and sub-themes is available 
on the next page). These two main themes are ‘Having Anxiety’ and ‘Managing Anxiety’ 
and, together, these two themes combine to represent the illness journey of an individual. 
The Illness Journey 
Each of the six students that I interviewed were at different stages of their illness journey. 
While several recurrent themes emerged upon analysis of their narratives – as this chapter 
will explore – I was not prepared for the amount of variation there would be in their 
stories. The interviews demonstrated unique and contrasting experiences, many of which 
will be discussed below. I feel it is important to mention this, to emphasise the uniqueness 
of illness experience, before exploring areas of congruence or repetition in the form of 
‘themes’. The fullness of each individual’s experience of ‘having anxiety’ cannot 
possibly be fully explained or understood by ideological analysis, and therefore this 
analysis will always be incomplete. 
Having Anxiety 
The interviewees spoke candidly and courageously about their personal experiences 
living with anxiety. For some of them, this meant reflecting on more anxious moments 
in their past, while for others these moments were still a lived reality. Three main themes 
emerged relating to the phenomenological experience of ‘having anxiety’: Describing 




Figure 6: The themes and sub-themes uncovered from the research. Within the 
individual’s illness journey there are two main themes: What it is like to ‘have anxiety’ 
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The Phenomenological Experience of ‘Having Anxiety’ 
The interviewees described their phenomenological experiences of anxiety, referencing 
both physical sensations and mental activity. It became immediately obvious that the 
experience of ‘having anxiety’ was a complex interplay between thoughts and sensations 
- a psychosomatic experience that overwhelms the senses. 
The interviewees described their anxiety in different ways, although there were some 
recurrent experiences throughout their accounts. The physical symptoms described 
included increased heart rate (Interview with Jacob, 24th September 2019; Interview 
with Danielle, 7th October 2019), difficult or abnormal breathing (Interview with 
Olivia, 4th October 2019; Interview with Danielle, 7th October 2019), nausea (Interview 
with David, 1st November 2019), a ‘tingling’ sensation on the skin (Interview with 
Danielle, 7th October 2019), an anxious feeling in the chest (Interview with Olivia, 4th 
October 2019), excessive sweating (Interview with David, 1st November 2019), 
headaches (Interview with Jacob, 24th September 2019), a tensing of the muscles 
(Interview with Olivia, 4th October 2019; Interview with Becky, 4th October 2019), 
insomnia (Interview with Becky, 4th October 2019), having a ‘lump’ in your throat 
(Interview with Becky, 4th October 2019), crying (Interview with Becky, 4th October 
2019) and a feeling of intense panic (Interview with Olivia, 4th October 2019; Interview 
with Danielle, 7th October 2019). In terms of the mental experience of having anxiety, 
‘overthinking’ was a common description (Interview with Olivia, 4th October 2019; 
Interview with Becky, 4th October 2019), as well as feeling socially 
judged/discriminated against (Interview with Olivia, 4th October 2019), 
catastrophising (Interview with David, 1st November 2019) and being unable to think 
clearly (Interview with Olivia, 4th October 2019; Interview with Becky, 4th October 
2019). Perhaps the most poetic description, though, came from Becky, who described her 
anxiety using a metaphor of a sheet of music: 
If you skip one beat, the rest of the song doesn’t make any sense … and 
then it just piles up and up, and it gets faster as well. So then, I couldn’t 
just be like “Oh it’s in the past, it doesn’t matter.” No, I have to 
understand it. 
(Interview with Becky, 4th October 2019) 
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The interviews showed that ‘having anxiety’ can be a highly emotional experience, 
enhancing the understanding of anxiety as a simultaneous mind-body experience that 
goes beyond mere physical symptoms. Participants shared personal accounts of 
emotional moments, and even sharing their stories was an emotional experience for some. 
Interviewees reported feeling angry and frustrated. Laszlo felt angry and frustrated 
toward herself, believing that she does not “deserve” to have anxiety because other 
people “have it worse”, and that she is ultimately to blame for negative life 
circumstances, claiming: “Well the only similar thing is me, so I must be the issue” 
(Interview with Laszlo, 8th October 2019). She also felt frustrated by her perceived 
inability to cope with her anxiety and depression, saying: “I have anxiety, I have 
depression. Tough, so do lots of people. But they can survive so why can’t I?” (Interview 
with Laszlo, 8th October 2019) Interviewees also felt angry and frustrated because they 
believed that their anxiety stopped them from achieving their potential. Olivia said that 
she wanted to try new activities, such as martial arts, but that she lacked the confidence 
to go by herself to something new, questioning how people are capable of doing that 
(Interview with Olivia, 4th October 2019). For Laszlo, failing to hand in an assignment 
on time due to her anxiety caused her to feel like she had let down herself, her lecturers 
and her parents down (Interview with Laszlo, 8th October 2019). 
Some interviewees spoke about the shame and embarrassment of ‘having anxiety’. 
Laszlo said: 
I felt like… everyone deals with anxiety, why can’t I cope? I don’t have 
a great relationship with anxiety. It’s really tough and I don’t know 
how to feel about it. … I identify that I have it, but I don’t want to. I 
don’t know how to explain it other than that it feels like something I 
should be ashamed of because I’m in such a position of privilege, I 
suppose… that I don’t have a reason to feel the way I do. 
(Interview with Laszlo, 8th October 2019) 
While Becky was not ashamed of her anxiety, she admitted down-playing it to her friends 
because she did not want them to perceive her differently. She wished that they would 
ask her about it though, so that she could “explain it to them and clear any ambiguity up” 
(Interview with Becky, 4th October 2019). Becky contrasted her desire to discuss her 
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mental health with the behaviour of her father, who avoided talking about his depression 
with her, despite being supportive of her (Interview with Becky, 4th October 2019). 
Another emotional component of ‘having anxiety’ can be feelings of abnormality. Becky 
felt frustrated that “normal people can just live their life really chill, without having to 
do all of that extra thinking” (Interview with Becky, 4th October 2019). Although David 
believed he had overcome the worst of his anxiety, he questioned whether he will ever 
return to complete ‘normality’ (Interview with David, 1st November 2019). Donna was a 
counselling psychologist who had formerly worked through the university but was now 
in private practice. She shared her perspective: 
I don’t think it’s one or the other, you’ve got it, or you haven’t.  
I think people are in both camps at the same time. I see it as more fluid. 
For the chronic stuff, I think they’re just at that end of the continuum. 
I think the [diagnostic] labels only help if it can get you medication or 
disability support.  
I think if there is a ‘healthy’ camp and an ‘unhealthy’ camp, that is 
perpetuating the ‘other’. I am here, you have a problem, and you are 
‘other’. That is not useful for anxiety or anything else. … People get 
anxious after experiencing trauma, but they’re fine before that. … And 
we could all have trauma. 
(Interview with Donna, 23rd September 2019) 
Some participants described feeling anxious due to fears of social judgement. Becky 
believed that people form opinions of others and that these opinions that are difficult to 
change, creating immense pressure to say ‘the right thing’ and to ‘represent herself’ 
correctly in social situations (Interview with Becky, 4th October 2019). Laszlo also 
believed that “other people are always judging you … so you have to control what other 
people see about you” (Interview with Laszlo, 8th October 2019). This fear of social 
judgement influenced her mannerisms, relationships with lecturers, academic 
performance, and clothing choices (Interview with Laszlo, 8th October 2019). Danielle 
described feeling self-conscious in lectures, causing her to often not answer questions in 
class if she had any doubt about being right, instead choosing to “just sit there and say 
nothing” (Interview with Danielle, 7th October 2019). This year, Olivia had felt anxious 
while playing hockey, despite her having played for years. She said that when she had 
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the ball, she was worried about what others are thinking. She reflected that: “I’m still not 
comfortable to just be myself. I’m very hard on myself” (Interview with Olivia, 4th 
October 2019).   
Awareness of the Anxious Self 
The students that I interviewed discussed various aspects of their ‘anxious selves’ 
throughout time and space, demonstrating a self-awareness of their experiences of 
‘having anxiety’. This involved having self-awareness of their ‘triggers’, recognising 
maladaptive behaviours and recalling past experiences with anxiety.  
Every participant identified ‘triggers’ for their anxiety. Becky identified schoolwork and 
friendships, especially friendships in which excessive emotional labour is needed. She 
recalled a time when she ended a friendship because the emotional labour involved was 
causing her anxiety (Interview with Becky, 4th October 2019). Danielle found social 
situations intimidating, especially having to make ‘small talk’ with unknown people. 
Generally, she avoided these situations, even though this stopped her from participating 
in new collaborative projects that interest her (Interview with Danielle, 7th October 2019). 
Olivia also became anxious in social situations, sometimes avoiding social environments 
like lectures and parties, even if it meant disappointing her friends (Interview with Olivia, 
4th October 2019). David also recalled how he used to become anxious in social situations 
– especially First Year Health Science lectures – due to a fear of vomiting in public (his 
phobia developed after an inner ear infection, which caused him to frequently feel 
nauseous) (Interview with David, 1st November 2019). Laszlo attributed her anxiety to 
traumatic experiences with family members, academic pressures, fear of social 
judgement, and negative experiences at a hall of residence in her first year. Like Danielle 
and Olivia, she recalled not attending lectures and once not leaving her dorm room for 
two weeks (Interview with Laszlo, 8th October 2019). Jacob was the only participant to 
attribute their anxiety to a fault in brain chemistry. He did admit, however, that 
assignments, chores and messy environments could increase his anxiety (Interview with 
Jacob, 24th September 2019). For these students, their self-awareness of ‘triggers’ helped 
them to pre-emptively manage their anxiety – sometimes in detrimental ways. 
Some participants mentioned hiding their anxiety. Laszlo recalled hiding her anxiety 
from her family after they accused her of “making it up for attention” (Interview with 
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Laszlo, 8th October 2019). Olivia observed that she does not tell many people because 
she believed that people either do not understand or they minimise the experience, and 
she also did not want to “burden them” (Interview with Olivia, 4th October 2019). Other 
participants, such as Jacob and David, tried not to hide their anxiety and expressed their 
authentic emotions with chosen individuals (although Jacob admitted hiding it when he 
was younger) (Interview with Jacob, 24th September 2019; Interview with David, 1st 
November 2019). Yet for Laszlo, increased public awareness of mental health has not 
always been empowering: 
Two/three years ago, it became popular to suffer from mental illness. 
… You had all these teenage girls being like “I have anxiety, I’m so 
cool and so quirky” … I feel bad thinking about it now, but at the time 
it was like… I know people who suffer from anxiety and how badly it 
affects their lives and even for me at the time it was such a stigma that 
I wouldn’t be like “Oh look at me, I have anxiety!”  
(Interview with Laszlo, 8th October 2019) 
Participants often recalled anxious moments from their pasts, locating their anxious 
memories in time and space to chronologically form their personal illness narrative. 
Danielle said: 
I first started really suffering in terms of mental health when I was 
about thirteen/fourteen. I just began to get incredibly anxious, real bad 
nerves, just couldn’t sleep. ... And that did lead me to going through a 
period of depression when I was like fifteen/sixteen.  
(Interview with Danielle, 7th October 2019) 
Like Danielle, Olivia recalled when her anxiety began during childhood: 
I think I was in Year Four. … When I was sitting in class one day… I 
remember turning around and looking at the rest of the class or 
something – to stretch – and I turned back around, and I just got this 
feeling, like an anxious feeling, just wash over me. And then from that 
point I couldn’t be around crowds. Couldn’t go into the assembly 
without feeling sick and being petrified. … And that kind of continued 
– got worse and worse and worse, right throughout that year. I couldn’t 
go into class. … Mum ended up taking me to a counsellor I think, when 
I was that age – about six or something like that? … I remember, it was 
a Friday. I’d have to go to school after [counselling] and I’d just sit in 
the car crying for fifteen minutes because I didn’t want to go inside. … 
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I remember sitting in the car and the teachers were all trying to coax 
me out and I wouldn’t move, and I looked up and Mum was crying. 
She was trying not to – full on, trying not to cry. I remember turning 
back, looking at the front seat and I just got out. And then from then I 
got better. I think I saw that it wasn’t about me.   
(Interview with Olivia, 4th October 2019) 
Olivia also described her experience at a hockey tournament last year, at which her 
anxiety became especially bad due to the uncomfortable social environment (Interview 
with Olivia, 4th October 2019).  
From my interactions with the students, it became clear to me that their lived experiences 
of ‘having anxiety’ were phenomenological, with anxious individuals interacting with 
the world, either actively or passively, through their senses. This sensory experience was 
not purely physical but was an integrated experience of body and mind, biology and 
emotion. These – often intense – sensory experiences became memories, situated at 
various spatiotemporal points within their personal illness narratives 
Being a Student 
Students spoke about various aspects of ‘student life’ that affected their experience of 
‘having anxiety’. The most prominent aspects related to social expectations to adhere to 
the ‘student culture’, living in halls of residence, participating in classes, and exams and 
assignments. 
Jacob and Danielle both did not feel a sense of connection with the ‘student culture’ and 
felt no sense of lack from this lack of connection (Interview with Jacob, 24th September 
2019; Interview with Danielle, 7th October 2019). However, Laszlo claimed that she felt 
some pressure, which she possibly felt more strongly due to her age (she was nineteen, 
while Jacob was twenty-eight and Danielle was forty-one). She described feeling an 
expectation to be a ‘Dunedin student’. This means drinking excessively every weekend, 
engaging in casual sex, and going clubbing. She did not enjoy going clubbing, and when 
she went during Orientation Week last year, she had a panic attack in the club due to the 
number of people (Interview with Laszlo, 8th October 2019). This expectation could be 
problematic for students with anxiety, considering that anxious students sometimes find 
social environments difficult, sometimes avoiding them altogether (Interview with 
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Olivia, 4th October 2019; Interview with Danielle, 7th October 2019). Heavy alcohol 
consumption can also pose social risks. Laszlo shared an experience that happened in her 
hall of residence last year, in which a student had her drink spiked and was then left by 
her friends at the hall, while they went out into town (Interview with Laszlo, 8th October 
2019). In addition to alcohol, some students use recreational drugs. Laszlo described once 
trying marijuana after hearing people talk about how it helps them manage their anxiety 
and to help with her chronic pain. However, when she tried it with some friends, she had 
a very negative experience which caused her to reach such a state of anxiety and 
depression that at the time she felt as though she had reached her “lowest point” 
(Interview with Laszlo, 8th October 2019). She also claimed that there is some social 
pressure to be ‘nonchalant’ about studying and claimed that her flatmates sometimes 
called her a ‘nerd’ for studying, however, she did not ascribe to this belief, believing that 
you should try hard considering the cost of education. Finally, Laszlo claimed that there 
is an expectation prior to going to university that it is supposed to be the best time of your 
life. This idea caused her to think: “If this is as good as it's going to get… Wow. Life’s 
going to really suck” (Interview with Laszlo, 8th October 2019). 
 Laszlo and Becky both described anxious experiences while living in university halls of 
residence. Becky found that the first couple of weeks of being at her hall was 
overwhelming and intimidating due to the sheer volume of people (400 students at her 
hall). She wanted to make ‘proper’ friends and was anxious that she might not do this. 
She recalled the anxiety of going to meals and not knowing whether she would have 
people to sit with or not and admits that there were “definitely nights where I cried” 
(Interview with Becky, 4th October 2019). She claimed that she had to force herself to 
not stay in her room and to try to meet other people so that she could make friends, even 
though it was difficult. Ultimately though, Becky was able to make friends and now all 
of her friends are in the same hall as her. Meanwhile, her twin sister went to university 
in Wellington and found it difficult to make friends because she did not go into a hall 
(Interview with Becky, 4th October 2019). Laszlo’s experience was less positive. She 
recalled how an ex-friend of hers threatened suicide if she did not date him, and when 
she told the Head of College at her hall, they were not very supportive. She found it 
difficult to see him around her hall after that. He also started spreading rumours around 
the hall and she was socially excluded. In addition to this, she felt as though her hall 
(which was a different one to Becky’s) was isolated and believes this made her bad 
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experiences there feel even worse. She also claimed that bullying occurred often within 
her hall (Interview with Laszlo, 8th October 2019). She believed that the university could 
support students more in the halls and that a lot of students in halls are suffering, 
claiming: 
I think the people that – at least from my experience – are suffering a 
lot, are in halls. Because you’re moving away from home. You’ve 
suddenly lost all the support systems you had before. You have to 
regulate your own time, your own study. You go to university and you 
think “Oh, a fifty-minute lecture, that’s easy, I can do that!” until you 
realise that when you’re at high school that’s twenty minutes of 
learning and thirty minutes of actually doing the work, not fifty minutes 
of listening straight. … And it’s like, getting a job: Can you afford to 
get a job? Does it fit in with study? And bullying: It’s so bad in halls 
and yet it’s almost ignored because it’s like “Oh they’re adults now, 
they can look after themselves.” But it’s like, three months ago, you’re 
still a child. Suddenly it’s like “You’re an adult now, start acting like 
one.” And this whole idea of ‘you’re not allowed to feel homesick’ and 
if you are then you get made fun of.  
(Interview with Laszlo, 8th October 2019) 
Another aspect of university life that was often mentioned related to class participation. 
Olivia, David and Laszlo all reported difficulty attending lectures when anxious, 
sometimes avoiding attending altogether (Interview with Olivia, 4th October 2019; 
Interview with Laszlo, 8th October 2019; Interview with David, 1st November 2019). 
When he did attend lectures for First Year Health Science, when his anxiety had been 
especially bad, David chose to sit either at the back of the class or near the exit in lectures 
(Interview with David, 1st November 2019). Donna claimed that strategic seating choices 
are common among anxious students, as they often choose to sit near the back of the 
class or near the exit (Interview with Donna, 23rd September 2019). For those that do 
attend, they might not always participate verbally. Danielle claimed that she will not 
always speak up in class, even if she thinks she might know the answer, out of fear of 
getting the answer wrong. She also believed that university was a competitive 
environment, in which students were competing for good marks and the time and 
attention of lecturers (Interview with Danielle, 7th October 2019). However, sometimes 
attending lectures can be an empowering experience. When Becky first started at 
university and was finding her hall of residence to be intimidating and overwhelming, 
her lectures became a form of respite:  
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I found myself looking forward to lectures because I could do 
something about that. I could study and focus, and then wait for the 
social side to kick in.  
(Interview with Becky, 4th October 2019) 
Danielle also claimed that university is ultimately an empowering experience for herself 
and that she sees it as an opportunity to develop her own skillset (Interview with Danielle, 
7th October 2019). 
Alongside attending class, assignments and exams can worsen anxiety. Donna claimed 
that lots of the students she has seen, both undergraduate and graduate, are perfectionists 
with performance anxiety and that this enhances the academic pressure that they feel 
(Interview with Donna, 23rd September 2019). David was very anxious in First Year 
Health Sci and claimed that exams were a big source of stress for him (Interview with 
David, 1st November 2019). Becky also found exams and assignments stressful but knew 
that she could manage them due to her planning abilities (Interview with Becky, 4th 
October 2019). This being said, David and Laszlo both reported positive support from 
university staff that helped them manage their anxiety relating to academic work. 
Although David had been struggling with attending class, the university allowed him to 
sit his exams under special conditions, which he was able to get after going to talk to 
people at Student Support (Interview with David, 1st November 2019). Laszlo was 
grateful because she spoke to a couple of her lecturers about how her anxiety and chronic 
pain was impairing her ability to finish work by the due date and they were empathetic 
and allowed her the extra time without deducting points (Interview with Laszlo, 8th 
October 2019). 
Managing Anxiety 
Many of the student participants had either sought professional treatment or had 
developed personal strategies to manage their anxiety. As with their stories about living 
with anxiety, their accounts of management and recovery were diverse, varied and 
subjective. Four significant themes emerged from the data: ‘Biomedically Recommended 
Treatments’, ‘Personal Strategies for Anxiety Management’, ‘Supportive Relationships’ 
and ‘The Recovered Self’, and I will discuss each in turn. 
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Biomedically Recommended Treatments 
In Aotearoa New Zealand, medication and therapy are most commonly recommended 
for anxiety, as discussed in Chapter Two. Interviewees discussed both of these 
treatments, describing their own experiences with them. 
Taking Medication 
Jacob was the only participant currently on medication. He was first prescribed Sertraline 
for depression and anxiety eight years ago and claimed: “Within a day of taking it I was 
feeling better” (Interview with Jacob, 24th September 2019). The use of medication made 
sense to Jacob, who believed his mental illness was due to a chemical imbalance in his 
brain, instigated by his use of Champix® to quit smoking. The efficacy of Sertraline for 
Jacob encouraged him to stay on it long-term: 
It just worked for me straight out the gate. … I’m still on it now, I 
haven’t tried anything else. … I’m happy to take that 100mg tablet 
every morning for the rest of my life because it works. 
(Interview with Jacob, 24th September 2019) 
Attending Counselling 
Multiple participants had experiences with counsellors or psychologists. Becky felt as 
though her past counsellor had drastically improved her life and spoke fondly of her.  
Becky’s father and sister have since visited the same counsellor, demonstrating how the 
counsellor-client relationship can expand into a counsellor-family dynamic. Having had 
such a positive experience, Becky said that she would go regularly if possible and hoped 
to do so when she is older and has more money (Interview with Becky, 4th October 2019). 
Her experience can be contrasted with the experiences of Laszlo and Olivia. Laszlo said 
that having only six free sessions available sessions at Student Health made her believe 
that “there’s no point [going]” (Interview with Laszlo, 8th October 2019), and Olivia 
described feeling ‘rushed’ due to this limited timeframe, as well as feeling like the 
counsellor “didn’t seem to think [her anxiety] was a big deal” (Interview with Olivia, 4th 
October 2019).  
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Counsellors and psychologists utilise a range of techniques. Donna, a counselling 
psychologist with over thirty years of experience, explained that her sessions with new 
clients began with questions about contextual information (i.e. date of birth, contact 
details, the name of their doctor, and whether they have any diagnosis or take 
medication), before she would use a ‘summary sheet’ to assess their wellbeing and risk 
of self-harm. This required Donna to question them about their lived experience, which 
she tried to structure “more like a warm conversation” (Interview with Donna, 23rd 
September 2019).  
She then would draw a genogram – a diagram depicting their familial structure – while 
asking questions about their behaviours and beliefs. Donna described a range of 
therapeutic approaches that she would use, including Narrative Therapy, CBT and 
mindfulness breathing techniques. For Donna, knowing how best to help a person 
required intuition and understanding. She would often use Narrative Therapy to help her 
clients develop a perception of their mental illness that makes sense to them. She 
remembered an anxious medical student she once helped, who viewed his anxiety as 
being in control of him like a ‘master programmer’: 
We talked about how he could outsmart and reprogramme. And what 
would he have to do to interrupt the master computer? Which kept 
saying ‘You can’t get anything right; you don’t know what you’re 
talking about, how dare you speak up’. 
      (Interview with Donna, 23rd September 2019) 
She explained the concept behind this therapy style:  
It’s about them saying ‘Actually I’m in charge of my anxiety’. … I 
think people like the idea of control: ‘I created this in the beginning’. 
(Interview with Donna, 23rd September 2019) 
She also described using CBT to identify problematic thinking but would sometimes do 
it in the style of an American courtroom to make it more engaging for the client 
(Interview with Donna, 23rd September 2019).  
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Donna also sometimes gave her clients tasks to accomplish, designed to gradually expose 
them to their fears (Interview with Donna, 23rd September 2019). When David went to 
counselling, his counsellor encouraged this approach, and David believed that it was what 







Figure 7: A ‘summary sheet’ used by Donna when meeting a new client. This sheet 
serves as a record of the client, which she later files away. The prompts on the sheet 
guide her initial interaction with them. 
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Figure 8: An example of a CBT worksheet that Donna gives to clients. They fill 
out the columns to change their patterns of thinking from irrational to rational, helping 




Figure 9: A list of ‘unhelpful thinking styles’ used by Donna with clients. She gives 
them this sheet to take away from their session, to help them develop their own 




Personal Strategies for Anxiety Management 
Student participants described their personal strategies for managing their anxiety. Each 
of these strategies was different and unique to the individual. 
Becky’s strategy involved planning and organising – a strategy developed with her past 
counsellor: 
It just reduces the unknown. … I kept on figuring out these techniques 
of how to manage my anxiety. I would do planning, or I would write 
lists so that I was organised, and I could separate it in my head really 
well. … It’s less of a mechanism now and more something I do because 
I can. I couldn’t not do it. It saves me future stress and I’m always like 
“May as well.” It’s pretty fun and it makes me really productive. … 
They’re more preventative measures now rather than coping 
mechanisms. 
(Interview with Becky, 4th October 2019) 
Danielle began meditating when she was twenty, initially leaning basic techniques before 
joining seven to ten day long silent retreats. She found these retreats to be liberating, 
claiming:  
When you’re in silence with people, it’s almost like the one time that 
you’re truly and absolutely yourself because you’re not playing any of 
those games of wanting to inhabit a personality or inhabit an identity. 
(Interview with Danielle, 7th October 2019) 
Although the meditation had not eliminated her anxiety, she had learned to accept that it 
was there and no longer tried to overcome it.  She also identified as Buddhist and enjoyed 
gardening. The Buddhist worldview encouraged her to experience life as a series of 
present moments, while gardening helped her to feel connected to natural cycles and 
processes (Interview with Danielle, 7th October 2019). 
Jacob used small amounts of cannabis to manage his anxiety. The results for him were 
immediate and profound: 
Just absolutely nipped it in the bud. Went from an absolute mess to 
baseline. … Just a small puff. Like a micro-dose kind of thing. I sort of 
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do that PRN, as required, like you would take benzodiazepines or 
Valium or something. 
(Interview with Jacob, 24th September 2019) 
He liked self-medicating with cannabis because he did not view it as addictive for him 
and he liked being in control of how much he ‘took’. He believed that it should be 
legalised and regulated similarly to alcohol (Interview with Jacob, 24th September 2019). 
For Olivia, going to the gym helped her anxiety, but she admitted that it was difficult to 
go at first: 
It took me a long time to go to the gym and just feel comfortable. Now 
I can just work out and do my thing and I do care what people think 
still but its better now. … It’s the gym, you’re supposed to get sweaty 
and supposed to just workout. You’re not there to look pretty and worry 
about anyone else. You do what you do for you.  
(Interview with Olivia, 4th October 2019) 
She also enjoyed playing hockey, painting, playing the piano and spending time with 
friends with whom she could laugh and share good conversations (Interview with Olivia, 
4th October 2019). 
Sometimes these personal strategies for anxiety management were small, simple daily 
behaviours. David most commonly became anxious in the morning, before early lectures, 
yet said:   
If I’ve gone for a walk beforehand, if I’ve had enough water… that 
helps a wee bit. … Just getting up and moving in the morning is quite 
helpful. 
(Interview with David, 1st November 2019) 
The above examples demonstrate how students who identify with ‘having anxiety’ adopt 
behaviours and mindsets which allow them to soothe their anxious feelings, beyond the 




The students I interviewed often spoke about significant relationships in their lives and 
how they help them to manage their anxiety. Often these relationships were described as 
supportive and had influenced them positively, although not always. 
Interviewees spoke a lot about the benefits of supportive friendships. Olivia valued her 
friends because they allowed her to be her authentic self, claiming that “they are all just 
genuine people” (Interview with Olivia, 4th October 2019). Danielle claimed that she did 
not have a lot of friends, but the ones she did have were empathetic towards mental 
health, accepting, and able to have meaningful conversations (Interview with Danielle, 
7th October 2019). Becky was focused on building deep friendships when she arrived at 
her hall of residence this year, but this took time. She often found herself questioning the 
intentions of other people and whether they just wanted ‘superficial’ friendships. She 
eventually made friends with people at her hall who now make up her current friendship 
group. She especially cherished the friends who would remind her to relax when she was 
overthinking (Interview with Becky, 4th October 2019). When David was anxious, he 
received support from a wide variety of friends, including friends from a university 
group, his physiotherapy course and his church, which he found especially helpful 
because  
There’s the huge support network [at church]. … You can have those 
deep conversations with people and not feel ashamed or scared about 
it. 
(Interview with David, 1st November 2019) 
He reciprocated in these friendships, providing emotional support and sharing his own 
experiences (Interview with David, 1st November 2019). 
Yet students sometimes spoke about unsupportive friendships, often undermined by non-
reciprocal and unequal support. Becky spoke about past friendships in which she was 
always caring and supportive yet believed that “they didn’t really look back at me. I was 
just the carer” (Interview with Becky, 4th October 2019). Laszlo recalled feeling like a 
friend was ‘competing’ with her over whose mental health was worse and feeling upset 
with a flatmate who did not support her when she went to the hospital, telling her: “there’s 
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always something wrong with you” (Interview with Laszlo, 8th October 2019). She had 
provided consistent emotional support to another friend, yet he became aggressive when 
she did not reciprocate his romantic feelings, having misinterpreted her supportive 
behaviour (Interview with Laszlo, 8th October 2019).  
Participants also spoke about familial relationships. Becky had a supportive relationship 
with her father, where they both expressed their emotions and discussed their thoughts 
and feelings. She attributed this relationship to having similar perspectives, which 
allowed for mutual understanding (Interview with Becky, 4th October 2019). Danielle 
said that her sister also meditates and has been sympathetic to her experiences with 
anxiety, but her parents have been less understanding, believing that she needs to just 
“try harder” (Interview with Danielle, 7th October 2019). Although Laszlo’s mother has 
accepted her being on medication in the past, her ‘support’ would sometimes seem 
controlling, with her messaging her every day to ask whether she was taking it (Interview 
with Laszlo, 8th October 2019).  
Other supportive relationships can extend to include university staff, such as lecturers 
(Interview with Laszlo, 8th October 2019) and sometimes Residential Advisors at halls 
of residence (Interview with Becky, 4th October). 
The Recovered Self 
Embedded within the illness narratives of the students was the idea of ‘the recovered self’ 
– a version of themselves that had overcome their experience of ‘having anxiety’. Some 
already embodied this self, such as David, who recounted his experiences with anxiety 
in the past tense (Interview with David, 1st November 2019). Becky considered herself 
mostly recovered from her anxiety, embodying her idea of ‘the recovered self’. This 
identity was reaffirmed by her father, who told her earlier this year: “This is the most 
relaxed I’ve ever seen you in life” (Interview with Becky, 4th October 2019). By being 
her ‘recovered self’, Becky described being able to develop and explore her identity 
further. Yet she still experienced moments of anxiety which caused her to believe that it 
could always return (Interview with Becky, 4th October 2019). Herein lies the issue with 
this concept of ‘the recovered self’ – it is elusive. Danielle believed accepting her anxiety 
was a healthier alternative to pursuing ‘recovery’, yet she sometimes found this difficult:  
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The thing I think about a lot and a question I still struggle with is 
whether or not it’s healthy to focus on “Okay, one day I’m going to get 
over this. One day I’m going to overcome it.” Because I think the 
moment you’ve got that aim and you’re not overcoming it, does that 
mean you’re failing? … And it becomes so solid and such a big thing. 
You just cannot have that as a goal. Wherever you’re at, no matter how 
bad it is, you’ve got to just really accept it and say “This is it and it has 
to be okay. I have to be okay with where I’m at.” But no matter how 
good I get at accepting that, there’s always a part of me that feels like 
I am going to get over it one day or I can work at it, and if I keep 
working at it, I will get over it. … It’s almost like I’m living with this 
paradox where, on the one hand, I have to absolutely, totally accept 
where I am right now... I have to accept this is enough and I am enough. 
And on the other hand, I have to keep growing and changing and 
getting better at the same time, and they’re both true. It’s like a paradox.  
(Interview with Danielle, 7th October 2019) 
The experience of ‘having anxiety’ can be a complex struggle with personal identity, in 
which the boundary between ‘the anxious self’ and ‘the recovered self’ is often blurred. 
Even the phenomenological experience of ‘having anxiety’ – with its physical and 
emotional ‘symptoms’ – can confuse an individual’s sense of self:  
I’ve had quite low confidence and self-esteem throughout my life. Even 
now. So, it makes it hard to know: am I just not a confident person? 
Am I just shy and introverted? Or am I anxious? 
(Interview with Olivia, 4th October 2019) 
Having identified key concepts within student experiences of ‘having anxiety’, I now 






Chapter Five: Discussion  
The results and analysis showed that undergraduate students at the University of Otago 
have unique and subjective stories of ‘having anxiety’. This chapter begins by exploring 
how the illness narratives from the six students, and the account of one counselling 
psychologist, compare to the pre-existing literature of anxiety among tertiary students. It 
will then, using pre-existing literature on the anthropology of health, discuss how 
students’ experiences of ‘having anxiety’ are influenced by cultural ideologies relating 
to ‘normality’, the dissemination of ideas, and biomedical technologies.  
Comparison with the Existing Research into Tertiary Student Mental Health 
Biomedical research suggests that anxiety can be chronic, sometimes lasting longer than 
a year, and sometimes even for a lifetime (Emmelkamp & Ehring 2014; Auerbach et al. 
2018). The chronicity of ‘having anxiety’ was apparent in multiple illness narratives from 
the students, with them recalling memories of anxiety stretching back many years, 
sometimes back to childhood. 
Jameson and Smith (2011) found that first-year Health Science students at the University 
of Otago found the academic demand difficult, in particular, the content and competitive 
nature of the course. Students in their research also reported finding the transition from 
high school learning to university learning difficult. In my research, there were some 
similarities: Laszlo reporting finding the transition from high school to university 
difficult – in particular, having to listen and focus in a lecture for fifty minutes – and 
Danielle said she found her classes to be competitive, with everyone vying for the 
attention of lecturers (she was studying Politics and Environmental Management). 
Although academic demands were sometimes a source of stress and worry, students 
tended to perceive their anxiety as having deeper roots, originating from deeper parts of 
themselves. David’s anxiety was especially bad in Health Sciences First Year, however, 
he attributed this more to his phobia of throwing up in public than stresses of the course 
itself. Academic demands, while stressful, can also be a positive experience; For Becky, 
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her lectures were a source of respite during the difficult transition into her hall of 
residence. 
Research suggests that females report higher rates of depression and anxiety than males 
in Aotearoa New Zealand (Samaranayake and Fernando 2011; Samaranayake, Arroll and 
Fernando 2014), which is also reflected in the international research (Farrer et al. 2016; 
American Psychiatric Association 2013; Gren-Landell et al. 2011). Although my 
research among six students cannot possibly represent gendered differences among the 
entire undergraduate student population at Otago, it is interesting that I had four female 
participants and only two male participants. Of course, this could also be the result of 
chance or gendered illness behaviours (men being more reluctant to participate). For 
example, in New Zealand depression is sometimes viewed as ‘feminine’, sometimes 
making it shameful for men to admit to having it (Wardell 2011). The same could be true 
of anxiety. This being said, not all men in Aotearoa New Zealand believe that mental 
illness is shameful. Both Jacob and David – the two male participants in my research – 
made a point of talking about their mental health with friends, Jacob stating that he 
believed he had a responsibility as a man to do so. Both recognised that Aotearoa New 
Zealand had an issue with male mental health, and this informed their illness behaviours; 
talking about mental health was a meaningful action. Also, the DSM-5 states that females 
tend to have more social fears than males (American Psychiatric Association 2013). 
Donna believed that she had seen this pattern among her clients, and of the students 
interviewed, the ones who expressed the most social anxiety (Olivia, Danielle, Laszlo) 
were all female. 
Of course, I am cautious to make sweeping generalisations based on gender for a few 
reasons. Firstly, all of the participants identified as cisgender. As Treharne et al. (2016) 
discussed, transgender or non-binary students are likely to have unique and different 
experiences of mental health than cisgender students. Secondly, having only interviewed 
six students, the size of the group is far too small to look for patterns or trends. Finally, 
gender expectations can also limit what is expressed and how.  
Friends often played an important role in the students’ illness narratives. Pre-existing 
research often suggests that friendships can be a source of anxiety for students. This was 
reflected in my research, with Becky, Olivia and Laszlo all describing events and 
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experiences where friendships enhanced their suffering. Jameson and Smith (2011) found 
that some Health Sciences First Year students at the University of Otago found living in 
residential colleges to be stressful, especially being surrounded by other students. Both 
Laszlo and Becky agreed with this. Jameson and Smith (2011) also claimed that a lack 
of social connection and belonging can be a source of stress for students. This was true 
for Becky when she first moved to Dunedin for university and was stressed about not yet 
having ‘real’ friends. Having friendships can be a source of support and can encourage 
healing for anxious students. For Becky, David and Olivia in particular, their friendships 
were described gratuitously and with reference to moral attributes, such as authenticity, 
empathy, honesty, and acceptance. Yet ‘having anxiety’ can impair these types of 
friendships from developing. The WHO’s international research found that anxiety can 
impair the social life of students (Farrer et al. 2016) and this was reflected in my research 
as students described illness behaviours such as avoiding social events, reluctance to try 
new activities and difficulty making meaningful friendships. So, while friendships can 
be healing connections, making these connections can be difficult for anxious students. 
Psychologists have theorised that young people are increasingly anxious about political, 
environmental and social issues (Leaman 2018; Singh 2018), and Donna held a similar 
perspective based on her extensive experience counselling students. While students 
might indeed feel anxious about their employment prospects or climate change, the 
students I spoke to did not attribute their illness to these issues. Instead, they tended to 
localise their illness in their own bodies and minds. This being said, macro-scale issues 
came up a couple of times. Jacob, who used cannabis medicinally, talked about how he 
thinks it should be legalised (albeit regulated). Meanwhile, Danielle described feeling 
empowered and inspired by learning about environmental and political issues, and the 
new and innovative ways in which people are tackling climate change. For her, 
engagement with political, environmental and social issues allowed her to create meaning 
within her lifeworld. 
Research suggests that harmful levels of alcohol consumption are common among young 
people in Aotearoa New Zealand (Lyons et al. 2014) and that students often use alcohol 
and drugs to cope with anxiety (Samaranayake, Arroll and Fernando 2014). However, 
the students I spoke to did not mention alcohol or drugs often, leading me to believe that 
it is not a key component of their illness (except for Jacob who uses cannabis 
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medicinally). Yet when alcohol and drugs were mentioned on occasion, they were framed 
as detrimental experiences. For example, Laszlo described going to a nightclub and 
having a panic attack, and also looking after another student who had her drink spiked. 
She also recalled trying cannabis to help with her anxiety, inspired by success stories 
from other students for whom it had helped their anxiety. Unlike Jacob, for whom 
cannabis was an important tool for healing, for Laszlo it caused her extreme panic and 
the ‘high’ fragmented her sense of self. Other than these stories, alcohol or drug 
consumption did not seem to be an important illness behaviour for the students that I 
spoke to, although I speculate that this would not be true for all University of Otago 
students. 
Research has been conducted into Māori mental health (Ministry of Health 2018b; Black 
et al. 2017; Rangihuna, Kopua and Tipene-Leach 2018) and into the experiences of 
international students in Aotearoa New Zealand (Lee and Williams 2017). Unfortunately, 
neither of those cultural identities was represented among my group of students, simply 
because people from those groups did not volunteer. Therefore, it must be acknowledged 
that the experiences of Māori undergraduate students, or students of other cultural, 
national or ethnic identities, are not represented and their illness problems and behaviours 
might vary based on these factors.  
In terms of managing the experience of ‘having anxiety’, the student management 
strategies found in the Stop Procrastinating survey (Jones 2015) were similar to the 
illness behaviours my students, with exercising, spending time with friends, talking to 
counsellors, and planning study all being mentioned within their illness narratives. 
However, the variation in behaviours really emphasised the subjectivity of their illness 
experience. While some of these behaviours might be common tools to aid recovery, the 
meanings attributed to the behaviours and their influence on their personal narratives are 
always unique. Yet although they employed personalised management strategies to 
facilitate their healing, all had presented illness complaints to a professional at some stage 
(with the exception of Danielle), with varied outcomes. The Mental Health and 
Addictions Inquiry, published by the New Zealand government in 2018, suggested that 
medication and therapy should be used together to facilitate recovery from mental illness 
(Kirk 2018). Yet none of the students that I spoke to were using both of these technologies 
in tandem. Jacob was taking medication, but had never gone to therapy, meanwhile 
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Becky and Olivia had been to counselling, yet never taken medication. Instead, 
medication and counselling were simply tools used to facilitate healing, alongside more 
personalised and subjective illness behaviours. 
‘Normality’ 
Lloyd & Moreau (2011) wrote that people living with illness – be it mental or physical – 
often feel abnormal when comparing themselves to 'healthy' or ‘normal’ individuals. This 
theme was common throughout my student interviews, as many of them referenced the 
concept of ‘normality’ in comparison to their own experience of ‘having anxiety’. 
Scheper-Hughes and Lock (1978) claimed that this perception of the self as bounded and 
distinct from other human beings is normalised in Euro-American cultures. For the 
people who identify as ‘having anxiety’, this individualistic perspective can create the 
assumption that their experience is different from other peoples and therefore they are 
‘abnormal’. Psychological theory and practice are based on identifying pathological 
states, and therefore to identify with having a mental illness is to assume individual 
pathology. However, the whole ‘normal-abnormal’ dichotomy is the product of a history 
of ideas, that can be traced back to influential figures in medicine, philosophy, and 
psychology (Canguilhem 1978). It is not free of cultural influence. Yet, this belief in 
being ‘abnormal’ caused the anxious students to judge their own lives against those of 
people they considered to be ‘normal’, to determine their value or success in healing. The 
people ascribed with the label of ‘healthy’ became representative of who the 'unhealthy' 
persons wanted to be. Of course, the issue with this belief in ‘normal versus abnormal’ 
is that we do not always know the experiences of other people. Just because they are not 
expressing their suffering, it does not mean they are not. As Donna sometimes told the 
students who visited her: they would be shocked if they knew how many of their 
classmates were on anti-depressants. 
The normative desires surrounding the health of the individual body can also mirror the 
desire for the social body. For example, the ideal states of both the individual body and 
the social body involve harmony and balance. The harmony and balance of the social 
body are ensured using social ‘rules’ (Hochschild 2012; Lloyd & Moreau 2011), which 
can also include displays of emotion (Hochschild 2012). There is the expectation that 
emotional displays occur only within sanctioned environments, such as private 
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residences or therapists' offices, so as not to disrupt the harmony of the whole. For people 
with anxiety, who can find themselves overcome with panic and emotion, this 
expectation can be intimidating and can discourage them from spending time in social 
environments in which expressing these experiences would be ‘inappropriate’. Yet 
Taussig (1992) argued that modern societies are consumed with terror, encouraging 
paranoia and mistrust of other people. Perhaps it is true that the anxious experience of 
individual students – which is primarily an experience based on fear – is reflective of an 
undercurrent of fear pervading New Zealand society. 
For the people living with illness who feel abnormal, there is a tendency to pursue an 
idea of ‘normality’ (Canguilhem 1978; Lloyd & Moreau 2011; Lock & Nguyen 2018), 
which involves being non-symptomatic and ‘recovered’ (Lloyd & Moreau 2011). 
Importantly, this desire for normality extends beyond those with illness and all 
individuals are ultimately chasing normative ideals, with even ‘normal’ people having an 
“internal drive towards normative ideals of what the self should be” (Lloyd & Moreau 
2011, p.605). Lock and Nguyen (2018) also speculate that often the idea of ‘normal’ is 
equated with being morally right. From the perception of the anxious students, being 
‘normal’ meant embodying qualities that are culturally viewed as positive and moral, 
such as calmness and confidence. In comparison, the symptoms of illness are often 
ascribed negative cultural meanings (Kleinman 1988). For anxious students, these 
symptoms included shyness, social awkwardness, avoidance, unreliability, neediness, 
and tension. The presentation of these negative and ‘immoral’ illness problems can cause 
people to feel betrayed by their own bodies and minds, and angry at themselves 
(Kleinman 1988), as was evident in the emotionality of the student experiences in my 
research. 
The problem with pursing ‘normality’ is that the concept can become so idealised that it 
becomes an elusive – and ultimately unattainable – goal (Lloyd & Moreau 2011; Lock & 
Nguyen 2018; Scheper-Hughes & Lock 1987). When Lloyd & Moreau’s (2011) 
interviewed people with mood and anxiety disorders living in Paris or Montreal, they 
found that all participants held romanticised ideas about normality and believed that non-
symptomatic people (‘normal’ people) had overall happier lives. They aspired to live 
‘normal’ and non-symptomatic lives, believing that their healing was not complete until 
they reached that goal.  However, “the ‘normal’ self often remained elusive: it was based 
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on mythic normativity, a utopic, idealized life” (Lloyd & Moreau 2011, p.604). For the 
participants of my research study, there was some confusion about what constitutes 
normality, despite them using the term ‘normal’ frequently. Becky and David both 
believe that they are mostly recovered from ‘having anxiety’, yet they are both reluctant 
to commit to an identity of ‘not having anxiety’. This is due to an awareness that there is 
always more progress to be made and also that anxiety can always return. Also, as Donna 
said, everyone has the potential to develop anxiety as the result of traumatic 
circumstances, meaning everyone has the potential to transition from ‘normal’ to 
‘abnormal’. However, people with mental illnesses often learn to view themselves as 
disordered and fragmented, conflating their abnormal symptoms with their sense of self 
(Lloyd and Moreau 2011).  
The idealised ‘normality’ that individuals aspire to is often different to the medical 
concept of normality (Lloyd & Moreau 2011). The Enlightenment thinking that 
influenced the advancement of biomedicine created the idea of a ‘norm’ or ‘average’ that 
individual bodies can be marked against to determine their abnormality (Lock & Nguyen 
2018). However, the people that Lloyd and Moreau (2011) interviewed, living in Paris 
and Montreal, often viewed medical recovery – based on the idea of reaching medical 
normality through the loss or reduction of symptoms – as merely a step towards living a 
‘normal’ life. There is a tendency to trust biomedicine, given the moral qualities ascribed 
to science, such as objectivity, rationality, and authority. However sometimes people can 
struggle with the realisation that “clinicians are ultimately concerned with normality, that 
is, symptom reduction and not normativity or a normal day-to-day life” (Lloyd & Moreau 
2011, p.596). Clinicians operate under a model of biomedicine which is largely focused 
on anatomy, and whenever a body deviates from ‘anatomical normal’ it becomes 
‘pathological’. However, the concept of ‘normal’ only exists in certain contexts, such as 
laboratories, clinics and operating theatres (Lock & Nguyen 2018). With the 
medicalisation of mental illness, it makes sense that this normal-abnormal dichotomy 
that is so prevalent in biomedical science would be used to categorise mental suffering 
too. However sometimes what a person aspires to when they think of ‘normality’ is more 
than the reduction of symptoms. Jackie Liggins (2018) claims that, during illness, the self 
becomes fragmented. To truly heal and become ‘normal’ can mean integrating these 
fragmented parts of the self, becoming ‘whole’. She argues that mental health care needs 
to focus on healing the self, rather than just recovery or remission of symptoms or a 
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diagnosis. She claims that healing is ultimately a long and difficult process towards 
transformation and transcendence of suffering. It is both the journey and the destination. 
Considering the idea of ‘normality’ in a clinical setting is different from the idealised 
normality that people aspire to, medical treatments are often felt to be inadequate (Lloyd 
& Moreau 2011). However, my interview with Jacob demonstrated that pharmaceuticals 
can also be powerful and transformative healing tools for some people. Also, counselling 
– while being a biomedically-recommended treatment for anxiety – is much more holistic 
and does not adhere so rigidly to perceptions of ‘normal’ versus ‘abnormal’, as 
demonstrated by Donna and also Becky’s positive experiences. When counselling is 
consistent and effective, the therapists office has the potential to be a powerful healing 
space for personal empowerment of the individual. 
The Impact of Biomedicine 
Scientific advancement has led to an increase in the use of biomedical technologies (Lock 
& Nguyen 2018). According to Lock and Nguyen (2018), biomedical technologies are 
essentially ways of intervening in animal and human bodies. Their goal is to make the 
unknown known, and therefore real. Health issues are therefore often viewed as 
'technical' issues to be solved through technology and science. These problems are 
localised in the body, which can then facilitate action – of course, there are various 
illnesses that cannot be localised easily (Canguilhem 1978). The two main biomedical 
solutions to ‘having anxiety’ are counselling and medication, both of which localise 
anxious experience in the brain. For students at the University of Otago, both of these 
tools are available from Student Health Services. The student experiences with Student 
Health were mixed. Jacob saw it as a place to access his ongoing anti-depressant 
prescription and used it as little more than that. Both Olivia and Laszlo had attended 
counselling there but believed that the six free sessions were not enough to tackle the 
gravity and chronicity of their anxiety. In addition, the high turnover of students at 
Student Health caused them to feel rushed through the process. Students are encouraged 
to use other services following their six free sessions, if they feel that they need it. 
Corinda Taylor, Chair at Life Matters Suicide Prevention Trust, claimed that students 
often cannot afford extra sessions beyond the six free ones (McPhee 2018), and this was 
102 
 
exactly what Laszlo expressed in her interview. It is worth noting too that Laszlo had a 
part-time job alongside studying and not all students would even have that. 
Biomedicine also encourages self-improvement and mastery of the self. Until relatively 
recently in human history, medicine has relied largely on plants and has also focused 
more on prevention and recovery. However, biomedicine tries to go further than nature 
and the focus is now also on self-improvement, with technology now allowing the 
boundary between nature and culture to become blurred. It represents ideals such as 
“progress and mastery of the condition of the human body” (Lock & Nguyen 2018, p.15). 
For people with anxiety, this self-improvement can come from taking pharmaceuticals, 
as was the case with Jacob, or from learning techniques, as was the case with David 
learning to identify incorrect thinking by doing CBT. Ultimately to ‘master the self’ 
means, in the context of anxiety, to control one’s own thoughts. CBT teaches the 
individual how to question and deny harmful thoughts and beliefs. Therefore, to improve 
the self means to challenge the old self and to create a new version. These interventions 
imply that the body (and mind) cannot be trusted to sort itself out naturally (Canguilhem 
1978). However, Danielle challenged the whole idea of self-improvement and instead 
talked about striving to accept the self. She admitted that she struggles with this though 
because on the one hand she wants to progress and improve, but also realised that she 
needed to accept herself, and was unsure about how to do both at once. 
Foucault introduced the idea of ‘technologies of the self’, referring to how individuals 
interfere with their own bodies, thoughts, and behaviours to improve themselves and 
attain positive ideals such as perfection, happiness or purity (Lock & Nguyen 2018). 
Among the interviewees, these ‘technologies of the self’ included Donna teaching clients 
mindfulness breathing techniques and Becky’s use of planning and organising to 
minimise her stress. Yet authoritative bodies, such as governments and biomedical 
institutions often interfere, meaning that technologies of the self are not always based 
solely on personal choice. Often, they encourage personal responsibility for health, even 
in difficult health situations (Lock & Nguyen 2018). For undergraduate students at the 
University of Otago, the university itself can fulfil this role, one such example being 
the Health Yourself initiative being run by the university, in which students are 




Biomedicine often uses ‘technologies of the self’ to search for health in the individual, 
to translate physical experiences into a narrative. Biotechnologies are fundamental in 
knowing the ‘self’ and use can “concretize a particular understanding of self and 
subjectivity” (Lock & Nguyen 2018, p.241). This self is created through the organisation 
of memories and experiences in a coherent narrative, and also through awareness of 
phenomenological experience (Lock & Nguyen 2018). For example, the efficacy of his 
antidepressant medication had confirmed a belief in Jacob that his depression and anxiety 
were the results of a chemical imbalance in his brain. Donna recognised the importance 
of narrative for recovery and used narrative therapy to facilitate meaning. Biomedical 
experience can also negatively impact a person’s sense of self, as in the case of Laszlo, 
for whom the lack of success with counselling marked a point in her life where she felt 
hopeless and pessimistic. 
Biotechnologies can also tend to raise issues of morality (Lock & Nguyen 2018). 
Sometimes the use of biotechnologies can be discouraged or stigmatised. This is often 
the case with pharmaceuticals, which can be perceived to alter a person’s ‘natural’ 
personality (Lock & Nguyen 2018) and can sometimes cause adverse side effects 
(Kleinman 1988; Lock & Nguyen 2018). Yet they can also be powerful tools for healing 
– as demonstrated by Jacob. For Jacob, the issue of morality centred more around his 
medicinal use of cannabis, as he was aware of its current illegality in Aotearoa New 
Zealand. Another moral issue relating to the treatment of mental illness is the relationship 
between patient and practitioner. When a person with anxiety seeks medical help, there 
is a dialogic relationship between the patient and medical practitioner that relies on the 
assumed authority of the practitioner (Jutel 2011). Although the students interviewed had 
mostly positive experiences with counselling, it is necessary that psychologists or 
counsellors provide ethical support. Donna was aware of her positionality to her client 
and reporting making efforts to make the experience more casual, open and 
conversational. 
As some biotechnologies have been met with opposition and are viewed as a threat to the 
moral order, criteria and guidelines are often created by authoritative bodies to regulate 
their usage (Lock & Nguyen 2018). Within the context of mental health, a person must 
display an appropriate set of symptoms in a medical setting to be prescribed medication 
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or to be referred to a psychiatrist for treatment. On the Family Doctor website, a New 
Zealand based online resource for medical advice, they state: 
Everyone at some stage has anxious feelings and this is quite normal. 
However, anxiety is different from fear – fear is a reaction to a known 
threat. More severe and frequent anxiety becomes incapacitating and 
may be described as a pathological disorder … Diagnosis of an anxiety 
disorder is generally confirmed using certain criteria matched against 
complaints or symptoms … Physical examination would take place and 
questions about use of substances that may cause the reactions would 
be asked, such as use of alcohol medications, cannabis, coffee, 
cigarettes. 
(Family Doctor 2018) 
Getting a diagnosis might be validating, confirming that a person’s feelings are beyond 
what is ‘normal’ fear, yet they are not necessary to legitimise suffering. Diagnoses did 
not form a significant part of the students’ illness narratives – their illness behaviours 
were much more personal than just biomedical diagnosis and treatment.  
Another key factor in modern biomedical technologies is the use of computers and the 
internet (Orr 2006). For example, most developed countries rely heavily on data-
processing and statistics, which can be streamlined using these technologies (Lloyd & 
Moreau 2011). In addition, they allow for the continuous flow of health-based 
information directly to the individual. People no longer always need to receive 
information from authoritative sources ‘above’ them in order to employ technologies of 
the self. Computers are increasingly being used as diagnostic tools, both by individuals 
and medical practitioners, as well as stored a patient’s health records. Today, everything 
has a system and is computerised, which is how it is controlled. This is also becoming 
increasingly automated (Orr 2006). The Student Health Services website is a primary 
source of information for students wanting to get information about booking 
appointments, including information about costs and service types. Research by Inglis 
and Cathcart (2018) also looked at online counselling support for tertiary students in New 
Zealand and Australia. However, they found that there is a slow uptake of these services, 
due to some resistance from services and professionals. They argue that counsellors in 
New Zealand need to be trained in providing online services and that attitudes need to 
change towards them.  
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Finally, in many locations, there is a medical plurality, with alternative medical practices 
operating alongside biomedicine. Individuals might engage with biomedical and 
alternative therapies simultaneously, using multiple strategies to achieve healing. This 
suggests that, for many people, biomedicine is insufficient on its own. This could partly 
be due to a lack of resources to build or access biomedical services, but even people who 
do have geographical and financial access to biomedicine often seek alternative forms of 
medicine or healing (even if it costs more than biomedical practices) (Lock & Nguyen 
2018). This could be because modern medicine is more concerned with curing the 
symptoms, rather than healing the lifeworld, of the individual (Liggins 2018). The 
students that I spoke to used alternative methods to manage their anxiety, including 
cannabis, meditation, spirituality, gardening, painting, music, and exercise. 
The Dissemination of Ideas  
A fundamental way in which human bodies are regulated is through the dissemination of 
ideas, particularly ideas that influence how people perceive themselves (Hacking 1986; 
Lock & Nguyen 2018). Often people are manipulated into striving towards and 
embodying idealised values that are being promoted (Kleinman 1988), such as youth, 
beauty, physical or mental strength, or charisma. These ideas can sometimes be taken for 
granted as universal truths when really, they are culturally unique. This is true of the 
normal-abnormal dichotomy and also the cultural values assigned to biomedical 
practices. 
The cultural ideologies people hold that influence their perceptions of themselves and 
their bodies are a result of how their culture ‘makes up’ people by disseminating ideas. 
For example, awareness of mental illness has increased in many Euro-American 
countries and consequently more people self-identify with these conditions than ever 
before. By identifying with these ‘disorders’, such as anxiety and depression, they are 
potentially influencing their own experience (Kirmayer, Gomez-Carrillo and Veissière 
2017). In many societies, mental illness has an associated stigma that physical illness 
does not (Becker & Kleinman 2013; Cooper 2005), however, there is increased effort to 
spread awareness and reduce the stigma of mental illness. This increased awareness may 
encourage people to self-identify with ‘having anxiety’ without feeling like they need 
biomedical validation in the form of diagnosis. 
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Michel Foucault encouraged people to question and examine how people are ‘made up’ 
and through what channels these cultural ideas are disseminated (Hacking 1986). An 
example of a cultural ideology that can ‘make up’ undergraduate students at the 
University of Otago relates to the student culture and idealised notions of ‘the Dunedin 
student’, as discussed by Laszlo. She claimed that to be ‘the Dunedin student’, people 
are expected to be slightly nonchalant about their studies, consume alcohol often and 
engage in casual sexual encounters. A failure to meet these cultural expectations can 
cause a student to lose social value in the eyes of some other students. Beyond just the 
judgement of other students, if a person feels unable to live up to an ideal, they might 
perceive themselves as irregular, disordered and socially unacceptable (Lloyd & Moreau 
2011). To meet these social expectations, people can adopt internal strategies to help 
them manage ‘inappropriate’ emotions. This process of managing private feelings means 
participating in a complex personal struggle with the self (Hochschild 2012). In the case 
of anxious students, this might mean suppressing emotions, controlling negative thoughts 
or acting in spite of fears. 
Humans also need to collate and categorise similar things. In the case of mental health, 
this has led to the creation of different ‘conditions’ or ‘disorders’ based on a person 
experiencing similar symptoms to others with that condition. However, sometimes 
experiences do not fit neatly into categories or there are differences within those 
categories. This is unsurprising considering natural phenomena do not operate by the 
classificatory rules that humans use. Hacking (1986) refers to this need to categorise as 
‘dynamic nominalism’ (p.165). When describing how it affects people, he writes: 
Who we are is not only what we did, do, and will do but also what we 
might have done and may do. Making up people changes the space of 
possibilities for personhood. 
(Hacking 1986, p.165) 
The diagnostic label of ‘anxiety disorder’ – which not all of my research participants had 
received – does not fully encapsulate the illness experience, the subjectivity of the illness, 
the illness problems, complaints, and behaviours. A list of symptoms does not show the 




How mental illness has been and continues to be perceived has been influenced by the 
dissemination of knowledge from sources of biopower (Kirmayer, Gomez-Carrillo & 
Veissière 2017) For example, psychiatrist and social anthropologist Robert Barrett 
argued that Euro-American cultures praise individualism and this has influenced 
perceptions of schizophrenia. An individualistic society expects autonomy and self-
control, but schizophrenia can sometimes impede autonomous and self-regulated 
behaviours. Interestingly, most of the students I spoke to had individualised practices of 
anxiety management. Perhaps this is reflective of Aotearoa New Zealand being an 
individualistic society, reflecting a social sickness manifesting within the individual. This 
being said, many reported that social support, in the form of friends and family, was an 
important component of managing their anxiety. 
Mental illnesses can be interpreted as a breakdown of the individual and a transgression 
of individual boundaries that uphold cultural norms and expectations of Euro-American 
individualistic personhood (Jutel 2011). This can subconsciously cause people to feel 
uncomfortable around those with mental illness. The students I spoke to often described 
failing to meet social expectations and obligations not attending social events and not 
meeting the academic expectations of the university (by handing in assignments on time 
and going to classes). People will often restrain or alter their emotions to meet these 
social expectations (Hochschild 2012; Lloyd & Moreau 2011; Scheper-Hughes & Lock 
1987). This process can involve emotional labour, in which a person manages their 
feelings for the sake of public display and the comfort of others (Hochschild 2012). 
Emotional labour involves transactional exchanges governed by ‘feeling rules’, which 
determine what is “owed and owing in the currency of feeling” (Hochschild 2012, p.18). 
When emotional labour is not reciprocated equally, as both Becky and Laszlo described 
in relation to friendships, this can be viewed as a transgression of the ‘feeling rules’. 
Further, Ian Hacking (1986) discusses how categories have been created to encompass 
different groups of people and these change over time as a result of social change. 
Interestingly, people learn to accept and behave in a manner congruent with their 
attributed categories. Mental illnesses are forms of categories; they are concepts 
developed at a time and place in history. Although behaviours that resemble the mental 
illness might have existed previously or might exist in other cultures, the syndrome did 
not exist for a person to display or adopt. However, these categories can sometimes only 
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partially encapsulate the full spectrum of the mental illness experience. There are many 
common components of depression that are not included in the DSM-5 as a depressive 
symptom (Kirmayer, Gomez-Carrillo & Veissière 2017). Kirmayer, Gomez-Carrillo & 
Veissière (2017) argue that researchers who are studying depression should remember 
that the term ‘depression’ only really describes “a symptom, a syndrome or disorder, and 
an idiom of distress” (p.167). While the diagnostic label of ‘anxiety disorder’ involves a 
list of symptoms, there are also illness problems (problems caused by the disease). These 
are different from symptoms. However, it can sometimes be unclear what is a symptom 
and what is an illness problem. For example, many of the students spoke about 
‘overthinking’ and their ‘perfectionism’. For experiences like these, it is unclear whether 
they categorise as symptoms of the illness or as behaviours of the illness. 
The issue with mental illness is that usually there is no clear biological marker or 
biological test to diagnose them and therefore they can only be understood as a syndrome: 
a “co-occurring set of symptoms, signs and behaviors which form a distinctive pattern 
and time course” (Kirmayer, Gomez-Carrillo & Veissière 2017, p.166). The DSM 
outlines these syndromes based on commonly occurring symptoms. Yet it must be 
considered that syndromes are not fixed things in and of themselves. They do not 
necessarily indicate a certain biological process but instead, the symptoms are indicative 
of a sequence of multiple psychological, social and biological events influences and 
interpreted by psychophysiological or cognitive processes (Kirmayer, Gomez-Carrillo & 
Veissière 2017). It is also important to question how, as Hacking (1986) discussed, 
people behave congruently with their attributed mental illness category and to what 
extent the diagnosis of a disorder influences their subsequent behaviour. 
Blindly accepting biomedicine as the authoritative truth can sometimes be problematic 
(Lock & Nguyen 2018). Lock and Nguyen (2018) argue that there has been a large-scale 
medicalisation of natural life cycle events, such as birth, menopause, aging, infancy, and 
death. Often this medicalisation can be beneficial, reducing mortality rates, relieving 
suffering and increasing longevity. However, these medical cures are not always without 
side effects; ‘iatrogenesis’ is the term for when biomedicine produces disease or has 
serious side effects (p.62). Yet, through the reverence of biomedicine, medicalisation is 
generally accepted as positive and progressive. While it often is – and its benefits really 
should not be underestimated – there is potential for it to compromise the individual’s 
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autonomy in choosing how to manage their suffering (Lock & Nguyen 2018). The 
undergraduate students I interviewed did not have deeply medicalised views of their 
anxiety, except for Jacob who perceived it as the result of a chemical imbalance in his 
brain. Often, they attributed it to situations in their lifeworlds, to which they felt ill-
equipped to cope with. Even Donna expressed some concerns about conventional 
biomedical interpretations of mental health, reinforcing the idea that psychologists and 
counsellors operate in a ‘grey zone’ in which they are a biomedically-recommended 
treatment and yet do not fully subscribe to the same ideologies. The students 
demonstrates that there are other solutions to conventional treatments for anxiety, such 
as Danielle’s Buddhism and meditation. 
Healing is a much broader concept that extends beyond the reduction and elimination of 
symptoms. Biomedical technologies can decrease the psychosomatic symptoms for 
students with anxiety, but the journey towards complete healing is complex, difficult and 
relies heavily on the unique experience of the individual. As Liggins (2018) writes: 
Healing reminds us of the fundamental personal processes at the heart 
of our journeys. As a universal human experience, healing removes the 
sense of othering that is at the heart of mental illness stigma.  
(p.666) 
When we consider that we are all ‘on the spectrum’ and at risk of developing mental 
illness, as Donna stated, we can understand that suffering is universal and cannot always 
be quantified or categorised. This realisation has the potential to reframe popular 






Chapter Six: Conclusion 
I interviewed six undergraduate students at the University of Otago and found that their 
experiences of ‘having anxiety’ shared some similarities and some differences.  They had 
similar interpretations of what it meant to ‘have anxiety’, referring to the 
phenomenological experience of anxiety, with a focus on physical sensations, 
problematic thinking patterns, and emotions. This interpretation was also shared by the 
counselling psychologist with whom I spoke. The physical sensations and problematic 
thinking patterns they described aligned with the biomedical diagnosis of ‘anxiety 
disorder’, including ‘symptoms’ such as difficulty breathing, excessive thinking, 
trembling, fear, and muscle tension, among others. ‘Having anxiety’ is undoubtedly a 
psychosomatic experience, with the body and mind interacting and contributing to the 
overall experience. Yet the students managed their anxiety using different strategies and 
techniques, emphasising that while their physical and mental experiences might share 
some similarities in terms of symptomology, responses to these experiences can vary 
greatly, depending on the personality, preferences, and perspective of the student.  
Medication and therapy are the two most commonly prescribed treatments for anxiety in 
Aotearoa New Zealand, and both have the potential to be transformative tools in 
facilitating personal empowerment and healing. However, healing is a process that often 
extends beyond the use of these tools. The interviews showed how ‘having anxiety’ 
impacts individuals’ sense of self, sense of belonging, social relationships, and overall 
experience being an undergraduate student at the University of Otago, and, conversely, 
how these experiences fed back into their experience of ‘having anxiety’. Aotearoa New 
Zealand biomedicine tends to view individual bodies as bounded and isolated. Yet 
phenomenology claims that individuals are in constant interaction with their environment 
and therefore cannot be viewed as separate from it. Therefore, for an individual to fully 
heal from anxiety, it might involve looking broader than just their symptoms to include 
aspects of their lifeworld, culture or society that might also need treatment or amendment. 
To know which external factors are important, it is essential to listen to a person's illness 
narrative and to determine the meanings ascribed to their illness and what matters most 
to them.  
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My results showed that, for undergraduate students at the University of Otago, aspects 
of their lifeworld impacting on their experience of ‘having anxiety’ – both positively and 
negatively – can include things like friendships, family, academic pressures, living 
situations, and social expectations. They also demonstrated that the phenomenological 
experience of ‘having anxiety’ can be overwhelming. In particular, the experience of 
having a panic attack, which many of the students reported having had, is an intense 
multi-sensory experience. There is a cultural expectation that attending university is 
supposed to be an enjoyable and empowering experience for people, marking the 
transition from childhood to adulthood. Yet for students experiencing anxiety, it might 
be fraught with difficulties. Often students will not seek biomedical treatment for their 
anxiety, instead preferring to manage it on their own. However, therapy has the potential 
to be a transformative and healing solution, particularly when it is ongoing, and a 
substantial connection is formed between the student and the counsellor. During this 
process of healing, there is a tendency to aspire to an idealised image of a ‘recovered’ 
version of self, yet this identity can remain elusive and difficult to achieve. Also, even 
when a person does reduce some or all of their anxious symptoms, often they feel there 
is potential for the anxious self to return once more. 
An important theme that emerged throughout the research was the cultural belief that 
having a mental illness denotes ‘abnormality’. Yet the current research shows that 
anxiety rates are high, among students and general populations, both internationally and 
within Aotearoa New Zealand. ‘Having anxiety’ is not an experience confined to a small 
minority group; it is a lived reality for many people (although many people hide their 
symptoms and experiences to meet sociocultural expectations). This raises the question: 
At what point does anxiety stop being a ‘disorder’ – based on the biomedical assumption 
of abnormality – and start becoming a normalised experience? This is not to diminish the 
suffering and anguish that those ‘with anxiety’ have or to say that people should not seek 
help. The interviews in this research project emphasise how difficult the experience can 
be, and also how medication and therapy can improve the quality of people’s lives. 
Instead, there is a need to move away from dichotomous thinking in which some people 
are considered ‘normal’ and some people are not. This type of thinking is the cause of 
mental health stigma, which is harmful to our society. Not only can mental health stigma 
erode an individual’s self-esteem, causing them to view themselves as low-status or 
inferior, it also masks the extent of social sickness. More people are suffering than is 
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immediately obvious, and by reducing stigma, people will be more likely to share their 
personal stories and seek help for themselves. 
Further ethnographic research into anxiety and mental health could help to create a richer 
understanding of how students at the University of Otago manage an identity of ‘having 
anxiety’ or other mental illnesses. My research did not include specific experiences from 
Māori, non-cisgender, or international students, so further research could be conducted 
into their illness narratives and use of support services at the University of Otago. More 
specific research into the illness experiences of cultural groups can also provide a depth 
of understanding that can be applied to support services available, making them more 
culturally appropriate and, therefore, effective. 
Further research into illness narratives surrounding ‘having anxiety’ could also form a 
broader perspective of how mental health is regarded within Aotearoa New Zealand more 
widely. Potential areas of further inquiry into mental health could include media 
representations, the effect of social media and dating apps, the experiences and narratives 
of people using alternative forms of healing, and gendered differences in illness 
narratives. It would also be interesting to conduct ethnographic research using other 
mediums, such as film.  
My research has produced insight into some of the subjective experiences and narratives 
of mental illness among university students in Aotearoa New Zealand. While statistical 
surveys and analyses can provide valuable insight into large groups of students, they 
usually do not provide the richness of insight into individual experiences that 
ethnography does. Ethnography goes beyond a focus on prevalence, diagnosis, disorder, 
and symptomology, allowing individuals to speak on their own behalves. 
For some students at the University of Otago who have anxiety, six free sessions at 
Student Health Services are not enough to facilitate true healing and the cost of external 
counselling is often too high. I do not doubt that Student Health Services is exceptionally 
busy and doing its best to meet the demands of an increasingly mentally unwell 
population and that there are many students whom they do help. It can also be extremely 
helpful for students to share their narratives and gain insight into their circumstances. 
However, the onus is on the University of Otago to provide alternative solutions that are 
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affordable, accessible and effective. Places have the potential to be healing, and this can 
apply to designated locations within the university. There also needs to be greater support 
for students living in university halls of residence. Outside of conventional biomedical 
treatments for anxiety, friendships that are imbued with moral qualities such as 
authenticity and empathy have the potential to be powerful support systems for anxious 
students, and a lack of social connection can negatively impact mental health. Perhaps 
the university could look at ways of facilitating these types of friendships between 
students. Also, volunteering or participating in meaningful activity, such as with political, 
social or environmental issues, could be another way to empower individuals.  
Nobody is immune to ‘having anxiety’ and often it is not always clear who is suffering 
quietly. Although ‘anxiety’ is the name given to a cluster of physical and mental 
symptoms, students manage their anxiety is unique and varied ways, based on their 
personality, psychology, aspirations, learned behaviours, cultural expectations, and 
environment. These components form their subjective illness narratives, which 
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